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PROCEEDINGS OF THE COUNCIL 
ANNUAL MEETING, JUNE 8, 1926 


Tue annual meeting of the Council was held 
in the Supper Room of the Hotel Kimball, 
Springfield. June 8, 1926, at 5:30 p. m. The 
President, Dr. James 8. Stone, of Boston, was 
in the chair and the following 93 councilors 


present : 


BARNSTABLE 
W. D. Kinney 


BERKSHIRE 
Cc. S. Chapin 
Henry Colt 
A. P. Merrill 


Bristot Norru 
W. O. Hewitt 
F. A. Hubbard 


Bristro. 
Cc. J. Leary 


Essex 
E. S. Bagnall 
J. Forrest Burnham 
F. W. Snow 
W. D. Walker 


Essex Soutnm 
F. W. Baldwin 
H. K. Foster 
W. G. Phippen 
P. P. Johnson 
J. F. Jordan 


FRANKLIN 
H. G. Stetson 
G. P. Twitchell 


HAMPDEN 
G. H. Janes 
J. M. Birnie 
A. L. Damon 
E. A. Knowlton 
W. C. Leary 
A. G. Rice 
J. P. Schneider 
H. L. Smith 


HAMPSHIRE 
A. J. Bonneville 
J. G. Hanson 


Mippiesex East 
R. R. Stratton 
A. E. Small 


MippLesex Soutu 
E. H. Bigelow 
W. T. Burke 
E. Mongan 
Cc. F. Painter 
J. W. Sever 
E. H. Stevens 
A. K. Stone 


Mippiesex Norru 
J. F. Boyle 
J. B. O'Connor 
T. A. Stamas 


NORFOLK 
D. N. Blakely 
W. L. Burrage 
F. S. Cruickshank 
D. G. Eldridge 
J. B. Hall 
A. H. Hodgdon 
Joseph Holzman 
Il. R. Jankelson 
J. Kickham 
W. A. Lane 
S. F. McKeen 
Victor Safford 
Paul R. Withington 


NorFOLK Soutu 
Cc. S. Adams 
A. Sullivan 


PLYMOUTH 
H. A. Chase 
J. H. Drohan 
F. W. Murdock 
D. B. Tuholski 


SUFFOLK 
J. W. Bartol 
M. E. Champion 
David Cheever 
A. L. Chute 
F. J. Cotton 
W. P. Cross 


Channing Frothingham 


R. B. Greenough 
Henry Jackson 
G. A. Leland 


1, 1926 NUMBER 1 
Donald Macomber G. E. Emery 
G. B. Magrath M. F. Fallon 
J. H. Means Homer Gage 
T. J. O’Brien R. W. Greene 
R. B. Osgood David Harrower 
Anna G. Richardson E. L. Hunt 
John Rock A. W. Marsh 
J. S. Stone L. C. Miller 
R. H. Vose F. H. Washburn 
S. B. Woodward 
WORCESTER 
W. P. Bowers Worcester Norru 
L. R. Bragg W. E. Currier 


W. J. Delahanty A. F. Lowell 

The record of the last meeting was read in 
abstraet by the Secretary and accepted as read 
and printed in the Proceedings. The Seere- 
tary read the names of the Nominating Com- 
mittee by Districts and the following responded 
and withdrew: 


BarRNsTaBLeE: W. D. Kinney; BerKSHIRE: 
8. Chapin; Brisron Norru: F. A. Hubbard; 
FRANKLIN: G. P. Twitchell; HAampsuire: J. G. 
Ilanson; Mipptesex East: A. E. Small; Muip- 
DLESEX Nortit: J. F. Boyle; MippLesex Soutnu: 
E. Stevens; Norrotk: D. G. Eldredge; Nor- 
FOLK Sourn: C. 8S. Adams; H. A. 
Chase; Worcester: David Harrower; WorceEs- 
TER Nortiu: A. F. Lowell. 


The President referred to the death of a 
councilor, that of Jesse Leonti Bliss of Holyoke, 
who died at his home in Holyoke on April 11, 
1926. He was a man who had devoted his life 
whole-heartedly to his patients and had become 
a successful and beloved practitioner; he up- 
held always the highest ideals of the medical 
profession and gave himself to the best interests 
of the Massachusetts Medical Society. The 
chair ealled on the chairmen of the Standing 
Committees of the Society. Dr. Henry Jack- 
son read the report of the Committee on Ethies 
and Discipline. (See Appendix No. 1.) It 
was accepted by vote. Dr. C. F. Painter read 
the report of the Committee on Medical Eduea- 
tion and Medical Diplomas, coneluding with 
three resolutions, and it was accepted. On mo- 
tion by Dr. A. K. Stone the resolutions were 
laid on the table, with the understanding that 
they would be printed with the report and 
taken up at the October meeting of the Council. 


| Previous to the vote to lay on the table the 
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matter was diseussed by Dr. J. H. Means, Dr. 
E. L. Hunt, and Dr. C. F. Painter. (See Appen- 
dix No. 2 for the report and resolution.) Dr. 
T. J. O’Brien, secretary of the Committee on 
State and National Legislation, read the report 
of that committee (see Appendix No. 3) and 
it was voted to accept it. Dr. D. N. Blakely 
read the report of the Committee on Member- 
ship and Finance, which follows: 


Report OF COMMITTEE ON MEMBERSHIP AND FINANCE, 
ON MEMBERSHIP 


The Committee on Membership and Finance makes 
the following recommendations as to membership: 


1. At the last meeting of the Council, held Febru. 
ary 3, 1926, there was nominated for Honorary Fel- 
lowship: 

Parker, George Howard, S.B., Harvard, 
1887, S.D., 1891. Professor of Zoology since 
1906, at Harvard University; also director 
Harvard Zoological Laboratory. 

Your Committee heartily recommends his election 
to Honorary Fellowship under the provisions of 
Chapter I, Section 4, of the By-Laws. 


2. That the following named four Fellows be 
allowed to retire under the provisions of Chapter I, 
Section 5, of the By-Laws: 

1. Best, Enoch George, Greenfield. 

2. Bossidy, John Collins, Lee (on December 31, 1926). 

3. Brainerd, John Bliss, Middlebury, Vt. 

4. Hough, Garry de Neuville, Vineyard Haven (with 
remission of unpaid dues). 


3. That the dues for 1926 of the following named 
four Fellows be remitted under the provisions of 
Chapter I, Section 6, of the By-Laws: 

1. Beaulieu, Francis Xavier, Taunton. 

2. Donahue, William Francis, Cambridge. 

3. Ruble, Wells Allen, Watford, Herts, England. 
4. Sumner, Harry Herbert, Lowell. 


4. That the following named four Fellows be 
allowed to resign under the provisions of Chapter I, 
Section 7, of the By-Laws: 

1. Caplan, Louis, Miami, Florida. 

2. Robbins, Elmer Ellsworth, New Bedford. 
3. Taylor, Jay Richard, Brooklyn, New York. 
4. Tomkies, James Scott, Dallas, Texas. 


5. That the following named Fellow be deprived 
of the privileges of Fellowship, under the provisions 
of Chapter I, Section 8 (c), of the By-Laws, as amend- 
ed by the Society, June 10, 1925: 

1. Brown, William James, Allston. 


This recommendation follows the unanimous vote 
of the Committee on Ethics and Discipline to recom- 
mend to the Council that the above named Fellow 
be deprived of the privileges of Fellowship under 
the provisions of the By-Law mentioned above. 


6. That the following named six Fellows be al- 
lowed to change their membership from one District 
Society to another without change of legal residence, 
under the provisions of Chapter III, Section 3, of the 
By-Laws: 

One from Bristol South to Bristol North. 
1. Fox, William Yale, Mattapoisett. 


One from Norfolk South to Norfolk. 
1. Harrington, Daniel James, Quincy. 


Four from Norfolk to Suffolk. 


. Kendrick, Thomas Paul, Brookline. 
. McDonald, William James, Brookline. 


to 


3. Reggio, André William, Brookline. 
4. Richards, Lyman Gilder, Brookline. 


Davip N. BLAKELY, Chairman, 


The recommendation of the committee that 
Professor George Howard Parker be elected 
an honorary member was put to a vote and he 
was so elected without a dissenting vote. The 
remainder of the report was accepted and its 
recommendations adopted, by vote. The Secre- 
tary read the reports of the committees which 
had been appointed at the February meeting to 
consider the petitions of the following to be 
restored to the privileges of Fellowship: H. A. 
Brown, Whitinsville; J. T. Cahill, Lawrence; 
C. H. Crawford, Lawrence; T. H. Ash, Roek- 
land; G. W. Dainty, Monument Beach; C. M. 
Stearns, Chelsea. It was voted to restore them 
all, in accordance with the recommendations of 
the several committees, under the usual condi- 
tions. except that in one instance the petitioner 
was required to pay the arrears of only two, in- 
stead of three years, that he owed the Society, 
as a condition of restoration. The President 
read six petitions from as many former Fellows, 
to be restored to the privileges of Fellowship. 
He nominated and the Council appointed com- 
mittees to consider these petitions as follows: 


P. P. Johnson 
S. W. Mooring 
7 S. P. F. Cook 


For W. R. Redden, 
Washington, D. C. D. C. Parmenter 
For H. L. Stevens, | > 
New Bedford | D. P. O'Brien 
For H. B. Pitcher, Es z — 
Fitchburg LF. H. Thompson, Jr. 
H. L. Smith 
p Charles Jurist 


For J. W. McKoan, 


David Harrower 
Worcester W. 


J. Delahanty 
E. L. Hunt 


Dr. Victor Safford read the report of the 
Committee on Public Health, and on motion, 
diuly seconded, it was accepted. (See Appendix 
No. 4.) Dr. A. P. Merrill reported progress 
informally for the Committee on Publie In- 
struction. He said his committee had had sev- 
eral meetings during the year and that they 
felt they could accomplish most by working 
through local committees; that conditions vary 
so much that it was hard to make a program 
which would be suitable for all parts of the 
State. The committee had asked the District 


Medical Societies to appoint local committees; 
these committees had met with the Committee 
on Publie Instruction and from the discussions 
it was thought that progress would ensue. 
Voted to accept the report. Dr. R. B. Greenough 
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reported informally for the Committee on the 
Prevention and Cure of Cancer. The ecaneer 
problem today is that of getting the patient 
early if we are to do anything material for his 
or her good. In order to get the patient early 
it is necessary to look both to the publie and 
to the physicians of the State. To educate both 
it has been suggested that the Committee on 
Cancer be reorganized and appointed anew. He 
favored such reappointment. Moved. seconded 
and voted that the report be accepted and its 
recommendations adopted. Dr. Homer Gage 
read the report of the Committee of Nine, in 
charge of the Medical Journal, and it was ae- 
cepted. (See Appendix No. 5.) Dr. C. L. Seud- 
der read the report of the Committee on Mal- 
practice Defence and the report was accepted. 
(See Appendix No. 6.) The following recom- 
mendation of the report was read by the Pres- 
ident, put to a vote and adopted: 


That the President be authorized to approach the 
Massachusetts Bar Association with the suggestion 
that a joint standing committee of the Massachusetts 
Bar Association and the Massachusetts Medical Soci- 
ety be appointed by the respective presidents to con- 
sider questions of mutual interest, such as malprac- 
tice suits, the question of expert testimony and oth- 
ers which might arise from time to time. It is sug- 
gested that a committee of three representatives 
from each organization should be appointed and that 
its duty should be to sit in joint council on matters 
submitted to its consideration and to report its rec- 
ommendations to the two societies at their regular 
meetings or at such other times as the presidents 
might request. 


As regards the second suggestion, namely, 
that the Committee on Ethies and Discipline be 
assigned the duty to keep in touch with prog- 
ress in medical malpractice investigation as ear- 
ried on by the American Medical Association or 
other organizations and to aet as an informa- 
tion bureau on this subieet for the Fellows of 
the Massachusetts Medical Society. the chair 
stated that this was an informal suggestion and 
was referred to the Secretary of the Society and 
to any future committee or committees which 
have this subject in mind. Dr. A. P. Merrill 
called attention to the failure of many Fellows 
to read the Proceedings of the Council and So- 
ciety, as published in the official organ of the 
Society, and asked if the Proceedings might not 
be published as a separate article, The chair 
said that that was referred to the editor of the 
Journal, The chair called for a report on the 
project to establish in Massachusetts a Woman’s 
Auxiliary. No member of the committee ap- 
pointed at the February meeting being present, 
none was submitted. Dr. W. P. Bowers read 
the report of the committee to consider ‘*The 
Physicians Home, Inc.,’* and the report was 
accepted. (See Appendix No. 7.) In the ab- 
sence of Dr. E. A. Darling, Chairman, Dr. 
Bowers read the report of the committee ap- 
pointed at the last meeting to consider a resolu- 
tion offered by Dr. Darling at that meeting as 


to elinieal research in scientific investigations. 
Qn mot‘on, duly seconded, the report was ae- 
cepted. (See Appendix No. 8.) Dr. F. J. Cot- 
ton reported informally for the committee ap- 
pointed to consider the subject of fee splitting 
in Massachusetts, in the absence of the chair- 
man. The committee thought that the practice 
is a growing evil in the State at the present 
time, although it has not existed to an alarming 
degree in the past; the Society should put it- 
self on record as opposed to the practice. Dr. 
P. P. Johnson would like to have the committee 
define just what is meant by ‘‘fee splitting’’ 
and Dr. J. H. Lambert thought it best to defer 
taking action on the suggestion of Dr. Cotton 
until the definition had been made. Dr. Cotton 
agreed to submit the matter to his committee 
and to report again in October. Dr. H. G. Stet- 
son handed in the report of the delegation of 
‘he Massachusetts Medical Society to the House 
of Delegates, in session at Dallas, Texas, April, 
1926. (See Appendix No. 9.) The chair stated 
that Dr. John Warren Achorn, of Pine Bluff, 
North Carolina, a retired member, desired af- 
filiate fellowship in the American Medical As- 
sociation. Under the terms of Chapter XI, See- 
tion 5, of the By-Laws of that association, a 
retired member of a constituent association may 
become an Affiliate Fellow on request of his con- 
stituent association and a majority vote of the 
House of Delegates. On motion, duly seconded, 
it was voted that the Council request that John 
Warren <Achorn be made an Affiliate Fellow 
of the American Medical Association. 

The Nominating Committee broight in this 


slate for officers and orator of the Society for 
the vear 1926-1927: 


President: James 8S. Stone, Boston. 
Vice-President: John M. Birnie, Springfield. 
Secretary: Walter L. Burrage, Brookline. 
Treasurer: Arthur K. Stone, Framingham 

Center. 
Ordior: William TH. Rose, Worcester. 


The President asked if there were any nomin- 
ations from the floor. There were none. Dr. 
Donald Macomber, who had been one of the 
tellers appointed to distribute, sort and count 
the ballots, declared that 75 ballots had been 
cast, 55 of them for the ticket of the Nominating 
(‘ommittee. 14 incomplete and 6° scattering. 
The President announced the slate presented by 
‘he committee had been duly elected. The 
President nominated and the Council elected 
the following list of Standing Committees, 
“necial Committees and delegates for the year 
1926-1927, unless otherwise specified : 


STANDING COMMITTEES 
Or ARRANGEMENTS 
L. S. McKittrick, W. T. S. Thorndike, James 


Hitchcock, E. P. Hayden, H. Q. Gallupe, T. H. 
Lanman. 
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On PUBLICATIONS AND SCIENTIFIC PAPERS 
E. W. Taylor, R. B. Osgood, F. T. Lord, R. M. 
Green, A. C. Getchell. 

On MEMBERSHIP AND FINANCE 
D. N. Blakely, Algernon Coolidge, Samuel Cro- 
well, Gilman Osgood, Homer Gage. 

On Eruics AND DISCIPLINE 
David Cheever, W. D. Ruston, S. F. McKeen, 
W. C. Keith, Kendall Emerson. 

On Mepicat Epucation Mepicat Diplomas 
C. F. Painter, J. F. Burnham, A. G. Howard, R. L. 
De Normandie, H. P. Stevens. 

On STATE AND NATIONAL LEGISLATION 
J. S.. Stone, E. H. Stevens, F. E. Jones, T. J. 
O’Brien, J. M. Birnie. 

On Pustic HEALTH 
Victor Safford, E. F. Cody, R. I. Lee, T. F. Ken- 
ney, F. G. Curtis. 

On INSTRUCTION 


A. P. Merrill. W. P. Bowers, W. H. Robey, R. I. 
Lee, F. W. Snow, Conrad Wesselhoeft, F. 5S. 
Hopkins. 


SPECIAL COMMITTEES 
CoMMITTER OF NINE, FoR TPREE YEARS 
Homer Gage, E. C. Streeter, E. W. Taylor. 


COMMITTEE FOR THE PREVENTION AND CURE oF CANCER 
R. B. Greenough, F. G. Balch, P. E. Truesdale, 
Kendall Emerson, G. H. Bigelow. 

DELEGATES TO THE House oF DELEGATES OF THE AMERI- 


CAN Mepicat Association, FOR Two YEARS 
FROM JUNE 1, 1926: 


H. G. Stetson, Greenfield; Alternate, L. A. Jones, 
Swampscott. 

Cc. E. Mongan, Somerville; Alternate, Gilman 
Osgood, Rockland. 


J. F. Burnham, Lawrence; Alternate, A. R. Cran- 
dell, Taunton. 


Dr. 8S. B. Woodward spoke on the difficulty 
he had experienced during the past ten years 
in getting through the Legislature a bill re- 
quiring the vaccination of the children in the 
private schools of the State. The matter of in- 
fluencing members of the Legislature to under- 
stand bills affecting the public health was dis- 
eussed by J. H. Means, E. P. Joslin, T. J. 
O’Brien, J. H. Lambert and the chair. No ae- 
tion. 

Adjourned at 7:30 p. m. 


Water L. Burrace, 
Secretary. 


APPENDIX TO THE PROCEEDINGS 
OF THE COUNCIL 


NO. 1 
REPORT OF tHE COMMITTEE ON ETHICS AND DISCIPLINE 


Your Committee has held during the year five 
meetings which have been well attended, except 
that one member was absent during most of the 
year. At the September meeting it was unanimous: 
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ly voted that a Fellow who was serving a jail sen. 
tence be deprived of the privileges of Fellowship. 
This vote was concurred in by the Committee on 
Membership, and at the October meeting the Coun- 
cil voted to deprive said Fellow of the privileges 
of Fellowship. This is the first case acted upon im 
accord with the amendment of Chapter I, Section 8, 
of the By-Laws at the Annual Meeting June 9, 1925. 
It is the consensus of the opinion of the Committee 
on Ethics and Discipline that such action is wise 
in that it removes from the Society undesirable mem- 
bers without preventing their again joining the So- 
ciety after petiton. This method has been consid- 
ered strictly legal by our attorney. At the same 
meeting your committee discussed the question of 
an accusation by one member that another member 
acted in an unethical manner in that he claimed 
that he had performed an operation which was 
really done by the accuser. On first request the 
accuser refused to meet the accused, but later both 
appeared before the committee. The accused said 
the operation was done by the accuser on request 
of the latter, and that the accused made no charge 
for the operation having received only a moderate 
sum for the care of the patient previous to and sub- 
sequent to the operation. It was the opinion of 
the committee that the accuser offered no grounds 
to substantiate his accusation. The accuser made 
no reply to counter accusations by the accused, 
merely withdrawing his accusation. One case of 
infraction of the narcotic law was discussed and 
the committee decided that no action was necessary. 
This was a case in which a “stool pigeon” posed as 
a nurse in the charge of a patient who had cancer. 
After she had received more than one prescription 
for morphine she placed the doctor under arrest. 
Three cases were brought up as to the ethical ac- 
tion of Fellows. One as to the insertion in a tele- 
phone directory of a notice as to the kind of practice 
of the subscriber. One as to an advertisement in an 
Italian paper as to the practice of a subscriber and 
a third an objection of a Fellow that another Fel- 
low placed on his card the name of institutions with 
which he was connected. No action in any of these. 
The question of suits for malpractice was discussed 
as it had been suggested to your committee that 
many suits originated “In an unguarded remark by 
some physician” further that “Testimony in court 
was often not of the highest character.” Your 
committee decided that the matter did not lie in 
the scope of the committee and felt it wise to bring 
the matter up at the Annual Meeting of the Coun- 
cil. Your committee felt that the majority of suits 
was due to the overzealous search by lawyers for 
cases in which action might be brought. 

At the January meeting two cases of infringe- 
ment of the Federal Narcotic law were discussed. 
In one case we found that the accused was in an 
insane hospital and testimony was offered that he 
had not been of sound mind for some time pre- 
vious to commitment. In the second case the license 
to practice was taken away. He was convicted and 
a fine of five hundred dollars imposed and was 
paid. We voted to deprive him of the privileges of 
Fellowship. He requested a hearing but in accord- 
ance with the language of the amended By-Law 
such hearing may be granted only after a Fellow 
has been deprived of the privileges of Fellowship. 

At the meeting in March again the question was 
raised as to the right of a member to advertise his 
specialty in a telephone directory. Our reply was 
that such was the custom in many of the cities and 
towns of the Commonwealth and that such an adver- 
tisement did not seem to us especially reprehensi- 
ble. A letter was received from the lawyer of a 
defendant in a malpractice suit defended by our 
society in which he objected to the harsh comments 
of experts for the plaintiff who were also Fellows 
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the Society. In answer to a form letter one ex- 
pd for the plaintiff replied that she was not ac- 
quainted with defendant, answered only as to hy- 
pothetical questions and received no compensation. 
The lawyer, the plaintiff and the other physician 
who testified for the plaintiff felt that the alleged 
criticism of the committee was entirely unjustifiable. 

Two cases of infringement of the liquor law were 
brought up and referred to a later meeting. A case 
was again brought up (first time last year) as to 
the claim of a Fellow that another Fellow had in- 
duced an abortion on the wife of the first and had 
made charge for the same when confronted before 
the committee. The accused denied the statement. 
The committee would draw attention to the fact 
that it is extremely difficult to obtain evidence in 
eases of abortion. 

Two Fellows referred to the committee a request 
that they might furnish large quantities of reprints 
of an article by them on the use of a certain drug, 
to a commercial house. The article was published 
fin the Journal of the American Medical Association. 
The house had for three years supplied the drug 
without cost to two large hospitals with which the 
petitioners were associated. Your committee made 
no decision referring the matter to the judicial coun- 
cil of the American Medical Association. As yet 
we have received no reply and it was voted at the 
last meeting to refer the question to the Council of 
The Massachusetts Medical Society. The committee 
gave to the petitioners the general principles in re- 
gard to such matters which harmonize with the 
principles of the American Medical Association. At 
a meeting in May the question was again discussed 
of the two fellows who in a malpractice suit in 
court testified as to the professional actions of a 
third member. We voted to write to the doctors a 
letter suggesting that testimony in court against 
members should be most carefully considered and 
they were admonished to be careful as to how an 
opinion was expressed in court on a hypothetical 
question without personal knowledge of the facts in 
the case. 

The case of a member deprived of the right to prac- 
tice by the Board of Registration in Medicine on ac- 
count of alleged violation of the Federal Liquor Law 
was considered. The accused wrote that the mat- 
ter was only technical. In view of the fact that 
the doctor said he had seen the patient but twice, 
and only on requests for liquor, without any knowl- 
edge of the patient we voted to send to the Fellow 
a letter of warning. The case of another Fellow was 
brought up, convicted of producing an abortion. His 
case first came before the committee in 1922. We 
voted in 1924 to ask for his resignation but placed 
the case on file during good behavior after the re- 
ceipt of three letters asking us for clemency. One 
was a letter from the probation officer of the court 
saying that the convicted Fellow had been a drug 
addict but was at the time making good: he urged 
clemency strongly. Recently the same Fellow has 
been arrested on a charge of driving an automobile 
while under the influence of liquor. He was sen- 
tenced, the case was appealed. After a second trial 
before a jury he has been convicted, with the origi- 
nal sentence of a fine of one hundred dollars and 
imprisonment in jail for one month. Our committee 
has advised that he be deprived of the privileges of 
Fellowship under the terms of Chapter I, Section 8 
(c) of the By-Laws. 

A letter was brought up from a Fellow in a neigh- 
boring city stating that drugs were given to pa- 
tients by first aid nurses. We replied to him that 
such a custom was technically contrary to law and 
referred him for further information t6 The Board 
of Registration in Medicine. A letter was referred 
to us as to an advertisement of an institution for 
the cure of stammering. We said that this case 


did not come under our jurisdiction in that the man 
in charge of the institute was not a Fellow of the 
Massachusetts Medical Society. 


Henry Jackson, Chairman. 


NO. 2 


Report oF COMMITTEE ON MEDICAL EDUCATION AND 
Mepicat 


This report will be divided into two parts—first a 
brief summary of the Chicago meeting of the Coun- 
cil on Medical Education of February 15-18, 1926, a 
full account of which was published in the Boston 
Medical and Surgical Journal for March 4, 1926, and 
second, a preamble and resolutions for discussion 
and action of the Council which seem to the Com- 
mittee to be pertinent for the Society's consideration 
at this time. For those who have sat in at the Amer- 
ican Medical Association Council meetings for some 
years, those of the past three or four have been par- 
ticularly interesting. During the earlier portion of 
this time, rarely, a voice would be raised in feeble 
opposition to the program of the Council; not so to- 
day. There are now two absolutely different sets of 
opinion finding expression at these meetings. There 
are still those who champion the ultra-scientifie re- 
search type of medical school and their ideas were 
set forth by H. M. Tory, Ph.D., President of the Uni- 
versity of Alberta, Guy S. Ford, Ph.D., Dean of the 
Graduate School of Medicine of the University of 
Minnesota, and Dr. John M. Dodson, Director of the 
Bureau of Health and Public Instruction of the Amer- 
ican Medical Association. No one of these practices 
medicine or ever has—the first two do not possess a 
medical degree. The more conservative type of med- 
ical educators are represented by Dr. Wilbur, Presi- 
dent of Leland Stanford University, a doctor by pro- 
fession, and others who desire to see a modification 
of our present educational program in medicine. 

The Chairman of the Council presented “the Chi- 
cago idea,” as Dr. Wilbur designated it, of a medical 
school representing as a maximum an investment of 
$40,000,000. Dr. Tory emphasized the necessity for 
research in Medical School for without it a univer- 
sity faculty could not attract teachers of the desir- 
able sort. Dr. Ford very forcibly presented the 
claims of science courses, of university type, for 
those taking graduate instruction in medicine. Dr. 
Dodson stated his belief that research in medical 
schools had a very vital educational value and should 
take a prominent place in the curriculum. Dr. Mann, 
the United States Commissioner of Education, 
brought out some pedagogical data tending to show 
that in Engineering Schools it had been found that 
only the highly graded graduates from High Schools 
had succeeded well as Engineers, after graduation, 
and only 3% of low graded graduates had done well 
in their profession. He felt that such studies were 
soon to be utilized in the selection of those who 
should be encouraged to go into the medical profes- 
sion. It was gratifying to see that in other states 
there are those who feel, as we do here, and have 
advocated this idea before the Legislature viz: that 
‘instead of being a bar to membership on the Board 
of Registration, membership in a medical school 
faculty should be a qualification. This view was 
taken by Dr. Shanklin of the Indiana State Board 
of Registration. He also urged the continuous op- 
eration of medical schools. Dr. Jessup criticised the 
medical curriculum as “absolutely hide bound” and 
suggested a committee study the curriculum, ex- 
perimentally, with a view to its liberalization. Chan- 
cellor Capen of the University of Buffalo believes 
the pre-medical requirements should be done away 
with as they contribute nothing, either scientific or 
cultural, to the prospective medical student. Dr. 
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Judd of the University of Chicago pointed out how 
the secondary educational allotments could be com- 
pleted with a saving of two years. He proposed a 
six year secondary and a six year High and Junior 
High program. Dr. Wilbur followed with a paper 
in which he advocated the tri-semester conduct of 
medica! schools, by which plan a year could be 
saved here and many other advantages would accrue. 
He felt the goal of all medical undergraduate teach- 
ing should be the production of general practitioners. 

A review of the very comprehensive program of 
the new commission on medical education was pre- 
sented by Dr. Rappelye. As the destiny of from 
80-90% of all medical graduates is in general practice 
the question the Commission is addressing itself to, 
is. what preparation will best fit a man to take 
advantage of the new demands of practice, now and 
for the future. There were several other papers 
that were important and interesting, notably those 
of Dr. Rowley and Dr. Waite on the “diploma mills” 
and their products; by Dr. Guyer of Wisconsin show- 
ing how that State was heading off the registration 
of Cultists and by Dr. Sundwall of Michigan on the 
same subject. The report of Dr. J. S. Rodman upon 
ten years experience with the National Board of 
Medical Examiners was extremely interesting and 
points the way out of many of our registration prob- 
lems when once the narrow minded prejudices of the 
different states shall have been overcome. 

Enough was said in Chicago to indicate that there 
is much food for thought in the situation in which 
medical education finds itself at present. That this 
is the outcome of praiseworthy effort to remedy a 
crying evil there is no doubt. That the remedies 
applied have not been unattended by aggravating 
sequaelae is equally apparent. It is for this reason 
that the second part of this report is to deal with 
some of the problems raised by the foregoing dis- 
cussions and our own experiences. 

This committee, having for a number of years 
been more or less in touch with matters pertain- 
ing to the educational methods pursued in the prep- 
araton of candidates for the right to practice medi- 
cine, feel that a greater interest should be shown 
by the profession in the methods being employed to 
this end. We are sensible of the fact that the prac- 
tice of our art cannot, and should not continuously 
“mark time.” We realize that we are living in an 
age distinguished for the most remarkable scientific 
progress known in the world’s history. We appre- 
ciate that the sciences basic to practice, have been 
among the foremost of those participating in this 
progression. We have taken into consideration the 
efforts that schools, licensing boards and other au- 
thorized regulative bodies have put forth in an 
endeavor to meet the advances in knowledge which 
science has contributed, in order that the public 
might benefit. We believe, however, that the prac- 
tice of medicine is still far more of an art that it is 
a science, though it gratefully pays tribute to the 
laboratories. 

We recognize that in all revolutionary changes 
there is grave danger of exceeding the bounds of 
reasonableness and that scientists, educators and 
doctors are no less subject to this sort of error than 
any other class of fallible human beings. 

Experience has taught that there is always a far 
larger proportion of people in the world who are 
incapable of rightly evaluating scientific progression 
than there are those who can visualize its real or 
prospective significance. Those who are lacking 
in this power supply the individuals who are skep- 
tical of the capacity and even the right mindedness 
of the medical profession. To this class also being 
those who have a modicum of that superstition to 
which in ancient times the Physician-Priest, the Med- 


icine Man, the Fakir and latterly the Cultist, have 
made their appeal. 


There is abundant evidence, within and without 
the profession, that dissatisfaction with the ministra- 
tions of physicians is being felt. This feeling has 
already found expression among the doctors them- 
selves, in the activities, now going on, of a National 
Committee appointed to study the subject of Med- 
ical Education in all its present day ramifications. 
It will be two or three years, at least, before we can 
hope to have a report from them. 

In the last two or three years a beginning has 
been made in remedying some of the glaring defects 
in medical education. The curriculum has been 
pruned somewhat with a view to furnish the student 
with more time for reflection. This is highly com- 
mendable and we hope indicates a disposition to con- 
tinue the good work, but on the other hand a prom- 
inent leader in medical education was quoted as 
having recently said that “every one was satisfied 
with the situation with one exception” whom he 
named. This statement could hardly have been made 
by anyone in close touch with the real conditions 
as they exist today. 

We are all, in this Society, graduates from Med- 
ical Schools, nearly all of which have made valiant 
effort to conform to the spirit of the times in Med- 
ical Education. They have raised the entrance re- 
quirements; they have provided more and more 
full time teachers, both laboratory and clinical; they 
have increased their endowments in order that re- 
search might be fostered; they have yielded to the 
exorbitant demands of all the specialists for time, 
and more time, to instruct undergraduates in their 
particular fields of practice; they have effected hos- 
pital and university affiliations that they may reap 
the benefit of convenience for ward work and aca- 
demic association. 

The result has been that the curriculum has be- 
come overcrowded, the student has no time to digest 
what he has served to him; he comes to believe that 
the subject is too tremendous and he sees no chance 
to (or advantage if he could) master it, and he 
decides to prepare as early as possible for some one 
of the specialties. He has spent so much time and 
money before he secures the right to hang up his 
shingle that he joins the trek for the city, takes an 
intensive course in a special post-graduate institu- 
tion and enters upon the practice of a specialty 
without that invaluable experience, which should be 
derived from a few years of general practice. 

He comes out of the school and hospital with a 
highly trained technique in the use of many, so- 
called, instruments of precision and methods of in- 
vestigation, an inadequate knowledge of therapeu- 
tics, very little familiarity with the simple, every 
day experiences of practice, and a woeful lack of 
appreciation of the purposes for which he has been 
endowed with five senses. The cost to the student 
and the public of providing the facilities for doing 
this has mounted to enormous figures and the end 
is not yet, if laboratory predominance in medical 
faculties is to continue. 

The public looks upon these mounting educational 
and health-preservative costs and diminishing profes- 
sional service in disgust or dismay and turns to the 
Cults who at least will promise more, charge less 
and seek no consultations at greatly increased cost. 


Whatever may prove to be the true explanation 
of the much talked of scarcity of physicians in rural 
districts there is no manner of doubt that the modern 
trained man can only surely find the facilities to 
which he has become accustomed in the city and 
would only rarely find them in the country. Fur- 
thermore the behaviour of many of them when con- 
fronted with a patient, be his malady grave or triv- 
ial, betokens his dependence upon such refinements 
of diagnosis as may be found chiefly in the city. 

Can we wonder that it is difficult to secure sup- 
port for proper and necessary measures to safe- 
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guard the public’s health interests when we must go 
to the Legislature for such authorization? It is 
through legislative channels alone that the lay pub- 
lic can administer a rebuff. Medical Education needs 
reformation, drastic and radical. Secondary educa- 
tion is no less at fault. Two years can easily be 
saved in the time of entering practice by reforms 
in secondary education and a year might be saved 
in the medical school. This is not guess work—it 
has been shown that it can be done in actual prac- 
tice in these days, and the results are recorded. 

It seems to your Committee that the Council of the 
Massachusetts Medical Society might very properly 
go on record at this time in an expression of their 
feeling respecting the importance of modifying the 
curricular content and the methods of instruction 
prevalent in many of the recognized Medical Schools 
of today and in pursuance of this thought the fol- 
lowing resolutions are proposed: 

I. Resolved: That the Council of the Massachu- 
setts Medical Society regards with concern the ten- 
dencies manifest in medical education today, espe- 
cially with reference to the emphasis being laid upon 
pure research, because of the immense cost entailed 
without commensurate practical value in the produc- 
tion of the principal product of a Medical School, 
namely, general practitioners; the amount of time 
devoted to specialties, the unduly prolonged dura- 
tion of the training required of graduates, the over- 
crowding of the curriculum and the lack of elasticity 
both of it and the requirements for admission and 
the small amount of time allowed the students in 
which to read and think. 

Il. Further be it resolved that a copy of these 
resolutions be forwarded to the Secretaries of the 
Medical Faculties of Schools in this State with 
the request that they be read, consider and take such 
action as may be deemed suitable. 

ll. Be it further resolved: that should the fore- 
going resolutions prevail a Committee be appointed, 
or an existing one be delegated, to keep this mat- 
ter before the interested parties, viz: (Medical 
Schools, State Boards, Medical Profession and the 
Public), employing any and every measure that may 
serve to convinee the unbelieving and effect the 
object of these resolutions. This must not be inter- 
preted to mean any retrogression from the position 
this Society has all along maintained in respect to 
uniformity of standards to be set for registration in 
this State or that less than four academic years be 
spent in the study of medicine. 


Cuartes F. Painrer, Chairman, 
J. F. Burniuam, 

R. L. De Norwanptr. 

A. G. Howarp, 

H. P. Srevens. 


NO. 3 


Report OF THE CoMMITTEE ON STATE AND NATIONAL 
LEGISLATION 


Your Committee on State and National Legislation 
joined a similar committee representing the Massa- 
chusetts Homeopathic Medical Society, as has been 
the custom for several years. The president of our 
Society has always been chairman of this Joint Com- 
mittee, and many meetings were held throughout 
the year to discuss legislative measures and to 
arrange an offense as well as to strengthen our de- 
fense. As many bills involved vital principles, while 
others had no great significance, we can well group 
our survey of the 1926 bills into majors, minors, and 
emergencies. 

Under the leadership of the chairman, the Com- 
mittee felt that a campaign of education should pre- 
cede a campaign of legislation, and arranged a 


method of systematic instruction upon the princi- 
ples involved in the important bills. In addition to 
the Joint Committee, groups of men were early as- 
signed to definite sections throughout the state, that 
lay organizations might be made familiar with the 
various issues. Pamphlets containing necessary in- 
formation and instructions were mailed to the Dis- 
trict Presidents and Secretaries, as well as to the 
members of the lecturing group that all might fea- 
ture the salient points in their addresses. The head- 
quarters at 126 Massachusetts Avenue became a cen- 
tral bureau for the providing of speakers and dis- 
tributing of literature. This scheme of reaching the 
legislators through the general public was quite 
practicable and immensely effective. That we did 
not succeed in passing any of our bills should be 
attributed to the fact that many of our members did 
not exert their influence as was expected, rather 
than to the failure of the plan. It requires much 
effort to put a large body into motion, and inertia 
is the cause of failure. We intend to continue along 
the same lines this coming year, and the Committee 
has every reason to expect your active co-operation. 

The vaccination bill sponsored by Dr. Samuel B. 
Woodward was featured in our propaganda and the 
monograph prepared for general distribution by this 
physician was most instructive and convincing. The 
bill was approved by the Committee on Public 
Health, and passed the House, but was defeated in 
the Senate. The bill opposing vaccination was 
given leave to withdraw by the Committee on Public 
Health. While regretting the action of the Senate, 
we are not downhearted, and intend to work harder 
next vear that the bill may pass both legislative 
bodies. The bill to raise the standards of certain 
medical schools chartered in this state, was heard 
before the Committee on Education, and was given 
leave to withdraw. We asked that the standard be 
raised, not that the schools be abolished. As to the 
manner of doing this, and whether the Board of 
Registration in Medicine or the Department of Ed- 
ucation should supervise the work, was to be deter- 
mined by the legislature. The recent issue of the 
Journal of the American Medical Association contain- 
ing statistical reports of the State Boards of Reg- 
istration place Massachusetts in an unenviable posi- 
tion, and the article is quoted verbatim. “It is evi- 
dent that if the graduates of inferior medical col- 
leges ave not eligible for license in the majority of 
states, they will flock to the few that still grant 
such recognition. The following states, therefore, 
Arkansas, Colorado, Massachusetts and District of 
Columbia, will remain the dumping ground for the 
output of low-grade medical colleges, until the li- 
censing boards obtain and exercise the needed au- 
thority to bar them. From 1920 to 1925 inclusive, 
248 graduates of Class C schools were registered in 
Massachusetts. This was the largest number of 
candidates of Class C schools registered in any 
state in the Union.” Massachusetts is not to be a 
dumping ground for these graduates, and we can 
assure the public that with the co-operation of the 
medical profession this state of affairs can be rem- 
edied. 

The chiropractors introduced their bill before the 
Committee on State Administration, asking for the 
establishment of a board of examination and regis- 
tration to regulate the practice of chiropractic. The 
president of the New York Chiropractic Society ap- 
peared as chief proponent of the bill, and oratory, 
rather than clinical evidence, was submitted. Drs. 
James S. Stone, Walter P. Bowers, George H. Bige- 
low—Commissioner of Public Health—Charles E. 
Mongen and others opposed the bill, and soon con- 
vinced the members of the Committee of the dangers 
of lowering the present standard for the qualifica- 
tion of fitness to practice medicine in this state, so 
leave to withdraw was granted. 
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Among the important measures were six different 
bills asking for state treatment of cancer cases. 
These bills were heard on the same day and were 
finally embodied in a single bill which was passed 
to be enacted by both legislative bodies. The act 
was declared to be an emergency law on May 2%, 
necessary for the immediate preservation of the 
public health. This law directs the State Health 
Department to consider the whole problem of can- 
cer hospitalization and report to the Governor and 
Council by October 15: to expend not over fifteen 
thousand dollars during the current fiscal year in 
organizing cancer clinics; and to utilize the Norfolk 
State Hospital as a cancer hospital with an appro- 
priation of $100,000 for the necessary equipment. 
The cancer problem is an immense one, and the 
results of the act will be watched with great in- 
terest by the medical profession. 

A bill asking for the creation of a division of pre- 
ventive medicine under the directon of the Depart- 
ment of Public Health and the establishment of a 
state fynd for paying benefits to contributors in 
cases of sickness, accident and death was opposed 
by your Committee. This bill was defeated. A bill 
asking that the practice of medicine be made to 
include the administering to human beings of ether, 
chloroform, nitrous oxide gas or other substances 
producing unconsciousness was given leave to with- 
draw. A bill relative to sale of acids or caustic 
alkalies was favored by your Committee and passed 
the Committee on Public Health and the House but 
was defeated in the Senate. The Bureau of Legal 
Medicine of the American Medical Association re- 
quested your Committee to send a telegram to Sen- 
ator Gillett protesting against the continuation of 
the Sheppard-Towner Act. This was done. Presi- 
dent Coolidge recently spoke upon the subject of 
state rights, and warned the Congressmen against 
the tendency of establishing bureaus and centers at 
Washington in opposition to the wishes and rights 
of the individual states. Massachusetts’ practical so- 
lution of the maternity problem is quite satisfactory 
to the patient, to the public, and to the physician. 

The policy for next vear calls for a greater effort 
on our part. The success of the amendment to the 
present Medical Practice Act in New York encour- 
ages us to make a similar effort to protect the pub- 
lic from fake practitioners in this state. The vac- 
cination bill mght have passed if more interest 
had been shown by our members. The effort to raise 
the standards of inferior medical schools is a mighty 
task, although the solution of the problem seems 
simple. If the public can be made aware of the 
facts, we are sure to succeed. We have a well- 
equipped headquarters with efficient office force, also 
an ideal organization with personal representatives 
in every town, and problems which influence our 
very existence. We must continue an aggressive 
campaign but can only be successful when each in- 
dividual of our Society takes an active interest 
and does his duty. 


Tnomas J. O’Brien, Secretary. 


NO. 4 


REPORT OF THE COMMITTEE ON Puptic HEALTH 


Your Committee on Public Health has held regu- 
lar monthly meetings during the year. The Secre- 
tary has received from time to time requests for 
speakers to address both medical meetings and pub- 
lic gatherings. While the Committee no longer at- 
tempts to maintain a lecture service as it once 
did, the Secretary has been able to find a Fellow of 
the Society willing to respond to every such request. 
As authorized at the October meeting of the Council 


there was published in the Journal of November 19, 
1925, a Handbook for Health Examinations by phy- 
sicians, prepared by Dr. Joseph Garland under the 
direction of the Committee on Public Health. Sub- 
sequently in accordance with the vote of the Coun- 
cil the Handbook was distributed in pamphlet form 
to every Fellow of the Society. Since the publica- 
tion of the Handbook there has been a demand for 
it from the medical profession, both within and out- 
side the State and for separate reprints of the phy- 
sical examination record charts recommended there- 
in. The demand is especially noteworthy because 
the Handbook was designed in view of the diagnos- 
tic facilities available to physicians practicing in 
Massachusetts, and that it followed a manual for the 
conduct of health examinations published by the 
American Medical Association. 

As was also authorized by the Council, arrange- 
ments have been completed for the publication of a 
monograph prepared under the direction of the Com- 
mittee on Public Health by Major Edward G. Huber, 
of the Medical Corps, United States Army, regard- 
ing the control of communicable diseases in Massa- 
chusetts. While of less direct practical interest to 
the medical profession generally than the Garland 
Handbook, the Huber report shows, as has never 
been shown before, the probable results of conven- 
tional methods for the control of communicable dis- 
eases. 

The committee has also given attention during 
the year to three other subjects in the hope of being 
able to present to the Fellows of the Society useful, 
up-to-date information relative thereto. The first 
subject to be taken up was Scarlet Fever. The Com- 
mittee has followed closely the clinical experience 
which is being gained with respect to the determina- 
tion of immunity and to the prophylaxis and treat- 
ment of this disease in the directions suggested by 
the pioneer work of Dicks. The Committee be- 
lieves, however, that the time has not yet come 
when this work can be definitely appraised and rule 
of thumb instructions be given to the medical pro- 
fession generally for the use of available toxins and 
antitoxins for the control of scarlet fever. We feel 
that an attempt to do so at present would make it 
necessary to emphasize certain unfavorable phe- 
nomena which when better understood may be found 
to interfere in no way with the practical application 
of methods of controlling Scarlet Fever as simple 
and effective as those we now possess for controlling 
Diphtheria. 

The second subject considered was the control of 
Pertussis. The attention which has been given to 
this disease in Enrope and in this country during 
the past few years has had important results. The 
practicability of an early laboratory diagnosis has 
been demonstrated. The Boston Health Depart- 
ment is furnishing such laboratory reports when 
requested by physicians. While the period of in- 
fectivity of Pertussis may not have been as yet 
definitely determined, it has been clearly shown 
that contagiousness begins early and is compara- 
tively brief. Notable progress in accumulating in- 
formation of practical value with reference to pre- 
vention and treatment of Pertussis is also being 
made, but it would seem that the time and form of 
any announcement with respect to these matters 
should be left to those who are personally engaged 
in experimental work in both these directions. 

The third subject considered by the Committee on 
Public Health was Influenza. Influenza was deemed 
worthy of consideration because those who have 
made a study of the periodicity of Influenza epi- 
demics claim that the country experienced a _ so- 
called “primary epidemic wave” last March, and that 
a serious epidemic is due in thirty three weeks, or 
failing then, in sixty six weeks. In other words 
they predict that if we escape a serious epidemic 
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next November we may look forward to one next 
Spring. In view of this prediction the Committee 
on Public Health feels justified at this time in 
calling attention to certain facts regarding Influenza. 
While it has not been positively shown that influenza 
may not be due to only one of several forms of 
bacteria or to a filterable virus, it may, nevertheless, 
be safely stated that our present knowledge regard- 
ing the specific cause of Influenza offers nothing of 
practical value either to the health officer or to 
the practicing physician. There are clear-headed 
men who believe from personal experience that the 
use of some vaccines protected persons from In- 
fluenza during the 1918 epidemic, but the more 
generally accepted conclusion is that all vaccines 
were useless. If any vaccine really has any specific 
or non specific action in preventintg Influenza we 
have insufficient information to enable us to identi- 
fy the vaccine, or to state in what amount or po- 
tency any vaccine possibly capable of such action 
should be administered. The possibility of vaccinat- 
ing against the usual complications of Influenza is, 
of course, another matter and a subject regarding 
which a considerable amount of practical experience 
in military service is avalable. It seems justifiable 
to assume that the infective agent of Influenza en- 
ters the body as a direct infection of the nose, 
mouth or throat, and that its transmission may be 
prevented by the same methods which have been 
demonstrated to be efficacious in preventing the 
transmission, for example, of Scarlet Fever. It has 
been conclusively shown that the period of incuba- 
tion of Influenza may be two days, but the possibil- 
ity that the tnfective agent of Influenza may be car- 
ried indefinitely without symptoms, like the mening- 
ococci, has not been disproved. Evidence indicates 
that a case of Influenza is infective before the 
symptoms appear and ceases to be infective very 
rapidly after the onset of symptoms. Precautions, 
whether in the home or elsewhere, with respect to 
contaminated hands or eating and drinking utensils 
or other possible means of carrying infection must, 
therefore, be begun as routine measures before sick- 
ness actually appears and be applied to persons ap- 
parently well. An attack of Influenza gives no as- 
surance of more than a brief period of immunity. 
Recurrent attacks after a few weeks are common. 
On the other hand it may be observed that during 
the Influenza epidemic in Boston in the Autumn of 
1918 the usual seasonal death rate for persons over 
fifty years of age showed no appreciable increase. 

An uncomplicated case of Influenza is character- 
ized by the following clinical features: 


A sudden onset with prostration. The pa- 
tient may feel perfectly well and be off his 
feet within an hour. There is a general 
aching of the limbs and a moderate fever, 
usually lasting less than three days. There 
are no catarrhal symptoms in uncomplicated 
Influenza. Recovery is rapid. 


The danger from Influenza arises from the fact 
that, like Measles, it produces a susceptibility to 
other infections. Secondary invaders may be bac- 
teria, like streptococci or pneumococci, for example, 
which the patient has previously been carrying with- 
out harm to himself, or which he acquires from 
other persons among whom he is placed after being 
taken sick. 

The fundamentals of treatment of Influenza are: 

First—absolute rest. Clinical experience has clear- 
ly demonstrated that strict confinement to bed pre- 
vents complications. The value of rest in Influenza 
is as Clearly established as of immobilization in case 
of an infected limb. The second fundamental of 
treatment is the isolation of the patient for the 
patient’s own sake—the avoidance of contact with, 


or exposure to other persons, the sick or the well, 
who may transfer to and implant in the patient the 
organisms of some fatal complication. The frequent 
impracticability of observing this fundamental has 
served to emphasize its importance. 


Victor Sarrorp, Chairman. 


NO. 5 


REPORT OF THE COMMITTEE OF NINE 


The Committee of Nine who were appointed to take 
charge of the publication of the Boston Medical and 
Surgical Journal, as the official organ of the Massa- 
chusetts Medical Society, beg leave to report that 
the growth and importance of the Journal have 
shown very satisfactory progress. 

The circulation has increased 25 per cent., and in 
spite of the increased cost of everything connected 
with regular publications, there has been no increase 
in cost to the Society. Meanwhile, we believe it will 
be generally acknowledged that the character of the 
Journal and of its leading articles, its value as a. 
medical news center, and as an influence for good 
in all matters pertaining to the welfare of our pro- 
fession have shown a marked improvement. Its lead- 
ing articles are freely quoted and abstracted by other 
medical journals throughout the world, and its edi- 
torials are often referred to and made the subject 
of favorable comment. The publication of the Cabot 
case reports has proved very satisfactory. There are 
now 789 subscriptions credited to this factor alone. 
The gross revenue derived from these Case Records 
for the vear ending October 24, 1925, was $5878.74 
and the expense $5597.08, indicating a profit to the 
Journal of $281.66. Reports from various sources 
in this country and abroad indicate the great inter- 
est taken in these reports throughout the medical 
world. The Journal has been able to be of great 
assistance to the Society in many ways. It has not 
only relieved the Society of the cost of printing and 
distributing its Directory, but it has been able to do 
it at a considerably smaller expense than would have 
been incurred if the Society had done it independ- 
ently. It has further enabled the Society to secure 
an office and headquarters where all committee meet- 
ings can be held. and other business connected with 
the Society transacted, and it has supplied clerical 
and stenographic service which would otherwise have 
been unavailable except at a very considerable ex- 
pense. These direct savings bring the actual cost 
of the Journal to each -member down to between $2.50 
and $2.75 a year. The subscription price is $6.00, 
which is the cost to the 1637 subscribers who are not 
members of the Society. 

We wish, again, to call attention to the fact that 
the success and the prestige of the Journal are en- 
tirely due to the ability and unselfish devotion of its 
editorial staff, under the direction of Dr. W. P. 
Bowers. They have been actuated by a spirit of 
service, without adequate compensation, that has 
been as extraordinary as it is rare. We hope that 
some day the Society will be able to express its ap- 
preciation in a manner worthy of the personal sacri- 
fice they have made in its behalf. 


Homer 
For the Committee. 


NO. 6 


Report or COMMITTEE ON MALPRACTICE DEFENCE 


This committee was appointed by the Council, Oc- 
tober 7, 1925, to act with W. L. Burrage, Secretary, 
as a Committee to consider the causes and methods 
of prevention, defence and insurance in cases of 
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alleged malpractice and to report at a future meet- 
ing of the Council. 
The Committee begs to report as follows: 


Malpractice suits may be grouped under two head- 
gs: 


First—Those in which an honest patient sincerely 
believes that through a doctor’s negligence he has 
been caused needless suffering, expense, loss of time, 
or even permanent disability. The Massachusetts 
Medical Society cannot deny the inalienable right of 
an individual to health and happiness and to com- 
pensation for the loss of these through the careless- 
ness of another individual. Our task is to see that 
a fair trial of the facts is afforded. Some suits 
will always be justifiable. 


Second—Many malpractice suits are instituted from 
lower motives, such as ignorance, personal animos- 
ity, revenge for fancied wrongs and more commonly 
for purposes of blackmail or through the greed of 
unprincipled lawyers. Against this second group all 
possible forces of the Massachusetts Medical 5So- 
ciety should be marshalled. Our Society may op- 
erate in two ways: 

A. Through preventive measures; and 


B. By the protection of a Fellow when preventive 
measures fail. Our Committee’s study embraced 
only the first method, that of prevention. We wish 
to state here certain of the more important causes 
of malpractice suits with suggestions for their pre- 
vention: 

1. Criticism, idle or malicious, by one practitioner 
of the work of another. Doubtless such criticism is 
usually inadvertent. Fellows should be urged to 
withhold comment on the work of others, whether 
it be in the form of direct criticism, innuendo or even 
abrupt change of treatment without comment. A 
dissatisfied and perhaps suffering patient is apt to 
seize upon straws to support his suspicion of negli- 
gence. 

2. Nurses may breed dissatisfaction by their com- 
ments. Careful instruction in training schools 
should be given nurses in the arts of discretion. 
They should never comment to the patient on the 
doctor’s or surgeon’s work. They should not answer 
technical questions put by patients. 

3. Consultations. The Fellows of the Society 
should be urged to hold more frequently consulta- 
tions with Fellow practitioners in refractory cases. 
This tends to the satisfaction of the patient and 
greatly to the protection of the physcian. 

4. Handling of injuries, especially fractures. Fel- 
lows should be urged to familiarize themselves with 
accepted methods of first aid and follow-up treat- 
ment to injuries, especially to bones and joints. 
Emphasis should be laid on the imperative need of 
X-Rays in all injuries to bones. When fractures are 
found X-Rays should be had before reduction, after 
reduction, and before the case is discharged from 
official professional care. 

5. Accidents of the operating room or in after care. 
The Society should advocate standardizing methods 
of operating room technique to prevent lapses in 
sponge and instrument count and also to prevent 
the possibility of drains being forgotten in wounds 
or body cavities. 

6. Explaining operative plans to patients. In case 
an operation is agreed upon surgeons should be 
urged to explain fully to the patient or a responsible 
friend the operation planned, its difficulties, possible 
complications and dangers, possible failure to 
achieve the desired improvement from the proce- 
dure. Surgeons should never make unqualified prom- 
ises of cure. 

7. Lack of knowledge among physicians of the 
causes of malpractice suits. District Societies should 
be urged to consider the subject of malpractice suits 


at reasonable intervals and the members should 
be familiar with the generally recognized causes of 
suits and the recommendations for their prevention. 
In addition, medical journals should call this subject 
periodically to the attention of its readers and em- 
phasize the importance of maintaining a sleepless 
vigil against careless methods of practice. 


The Committee reached the following decisions: 


A. Voted: To recommend to the Council that the 
President be authorized to approach the Massachu- 
setts Bar Association with the suggestion that a 
joint standing committee of the Massachusetts Bar 
Association and the Massachusetts Medical Society 
be appointed by their respective presidents to con- 
sider questions of mutual interest such as malpractice 
suits, the question of expert testimony and others 
which might arise from time totime. It was suggested 
that a committee of three representatives from each 
organization should be appointed and that its duty 
should be to sit in joint council on matters submit- 
ted to its consideration and to report its recommen- 
dations to the two societies at their regular meet- 
ings or at such other times as the Presidents might 
request. 

B. Voted: To recommend to the Council that it be 
an assigned duty of the Committee on Ethics and 
Discipline to keep in touch with progress in medical 
malpractice investigation as carried on by the 
American Medical Association and other organiza- 
tions and to act as an information bureau on the 
subject for the Fellows of the Massachusetts Medicai 
Society. 

REMARKS 


A matter of considerable importance to the So- 
ciety—which was informally considered by your 
Committee but without definite recommendations— 
was the question of appointing a more or less per- 
manent committee to handle suits brought against 
members of the Society. 

It should be stated here that no State Society has 
ever had its medico-legal affairs more carefully, in- 
telligently and ably handled than has our Massachu- 
setts State Society. These affairs are handled by 
Dr. Burrage, the Secretary, and the President of the 
Society. 

The Secretary is the permanent officer, he alone 
is thoroughly familiar with the Society medico-legal 
matters. In case of temporary or permanent change 
in the office of Secretary there is no existing body 
with the necessary experience or information to han- 
dle the medico-legal matters adequately. 

After considering this question it was thought wise 
to call it to the attention of the Society but without 
definite recommendation at present. 

For the Committee, 
L. Scupper, Chairman, 
JOHN BARTOL, 
KENDALL EMERSON. 


NO. 7 


RePoRT OF THE COMMITTEE APPOINTED TO CONSIDER THE 
Prysicians’ Home, Inc. 


The vote passed by the Council, February 3, 1926, 
reads as follows: 


That a committee of five be appointed by 
the chair to consider “The Physicians’ Home, 
Inc.,” its relations to the Massachusetts Medi- 
cal Society and to its Fellows, its relations 
to any other societies with similar purposes, 
and to report its findings and recommenda- 
tions to the Council or to the Fellows of the 
Society through the columns of the Boston 
Medical and Surgical Journal. 
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Your Committee has met and presents its report 
as follows: 

It finds that an active campaign has been inaugu- 
rated by the Physicians’ Home, Ine., under Mr. 
Charles Capehart, who has opened an office at 120 
Boylston Street, Boston, Mass. The purpose of this 
campaign is to raise money to be used in creating 
homes for physicians and their wives throughout the 
country who may have become incapacitated and 
who are considered worthy. The corporation has 
secured an option on a large estate in Connecticut 
for which an initial payment has been made. This 
estate consists of a large dwelling house and other 
buildings and a large area of land. This will be 
adapted to the needs of physicians, boti as a home 
and also with facilities for study and recreation. 
This institution will be named “Tranquilitv” and 
will be available for such New England, New York, 
Pennsylvania and New Jersey physicians as may be 
accepted. 

The plans under way contemplate soliciting funds 
from physicians and other charitably disposed per- 
sons and raising money by conducting entertain- 
ments. A considerable number of influential persons 
have endorsed this project. 

The Committee also finds that a corporc‘‘on was 
formed in 1857, inspired and controlled by members 
of the Massachusetts Medical Society, under the 
name of “The Massachusetts Medical Benevolent So- 
ciety.” This Society has raised by the payment of 
annual dues, life memberships and other contribu- 
tions an endowment which amounts to $74,800. The 
income is augmented by the receipt of three thou- 
sand dollars from another source. The total annual 
income has amounted to $7,369.73. The financial 
affairs of the Massachusetts Medical Benevolent Soci- 
ety have been managed by its treasurer, Dr. William 
L. Richardson, who has disbursed certain sums to all 
of those people who have needed and been worthy of 
assistance and who have come to the knowledge of 
the Society. Up to the present time no person has 
been found whose most pressing needs could not be 
met by the benefactions disbursed by this Society. 

It may be that there are unrecognized needy physi- 
cians in Massachusetts and that there may be some 
who would be particularly desirous of entering a 
home and thereby be relieved of the responsibility 
of adaptation to reduced circumstances. 

So far as your Committee is warranted in express- 
ing an opinion, the ambition of the Physicians’ Home, 
Inc., is regarded as worthy, and it is reasonable to 
suppose that some physicians will apply for admis- 
sion, and we feel that indivdiuals and organizations 
who feel inclined to aid this movement should be 
encouraged — with this reservation, that since the 
Massachusetts Medical Benevolent Society has orig- 
inated within the membership of the Massachusetts 
Medical Society and has conducted its work in a most 
commendable manner, it would be ill advised for the 
Massachusetts Medical Society to appropriate any 
money for this body or otherwise act in any official 
way, but, on the other hand, should encourage the 
Massachusetts Medical Benevolent Society to continue 
its functions, enlarging the scope of its benefactions 
so far as may be practicable and wise. 


W. P. Bowers, 
G. W. Gay, 
Henry Corr, 
G. L. Ricnarps, 
M. V. Pierce. 


NO. 8 


Report OF THE COMMITTEE ON CLINICAL RESEARCH 


The committee appointed by the Council of the 
Massachusetts Medical Society February 3, 1926, to 
consider the resolution relating to clinical research 


in scientific investigations submits the following re- 


Many opinions and much information relating to 
the subject matter of the resolution referred to above 
have been submitted and carefully considered, and 
the Committee has reached the conclusion that the 
original resolution is unnecessary because the inter- 
ests of the community are already protected by the 
laws of the State and by the ethical standards of the 
medical profession. 

The Committee recommends that the Council of 
the Massachusetts Medical Society hereby places it- 
self on record as approving properly conducted scien- 
tific studies for the purpose of extending medical 
knowledge, provided that there is no infringement 
of the personal rights of the individual. 

It is further recommended that the Council of the 
Massachusetts Medical Society hereby directs the 
Secretary of the Society to refer this report with 
such pertinent data as is in the possession of the 
Committee to the Judicial Council of the American 
Medical Association with the suggestion that the 
Judicial Council formulate, for the profession, the 
principles which should guide clinical investigation. 


E. A. DARLING, 
W. P. Bowers, 
E. P. 
J. H. LAMBERT, 
E. L. Hunt. 


NO. 9 


REPORT OF THE DELEGATION TO THE MEETING OF THE 
Hovust or DELEGATES OF THE AMERICAN MEDICAL 
ASSOCIATION AT DALLAS, TEXAS 


The Delegates from the Massachusetts Medical 
Society to the meeting of the American Medical As- 
sociation held at Dallas, Texas, April 19 to 23, 1926, 
submit the following report: 

Massachusetts was represented at this meeting by 
its full quota of six delegates. It was still further 
represented by having three additional members of 
the Massachusetts Medical Society in the House of 
Delegates, as representatives from different scientific 
sections, nametly: Dr. Henry A. Christian, repre- 
senting the section on Practice of Medicine. Dr. 
Paul D. White, representing the section on Phar- 
macology and Therapeutics, and Dr. Arthur L. Chute, 
representing the section of Urology. Two members 
of the Massachusetts delegation were assigned to 
places on the Reference Committees: Dr. F. B. 
Lund as Chairman of the Reference Committee on 
Medical Education, and Dr. C. E. Mongan as a 
member of the Reference Committee on Hygiene 
and Public Health. The meeting and the exhibits 
were held in a large hall of the Texas State Fair 
Association, and on the whole were very well ar- 
ranged. The scientific exhibit was excellent, and 
seemed to be the equal of that given in past years. 
Plenty of room was given it, and it was attractively 
and interestingly set out, well demonstrated and well 
attended. This session of the National association 
was notable for the relatively small amount of 
work that it was called upon to do, when compared 
with most meetings in the past. Periodic Health 
Examinations was by far the most important theme 
of the whole meeting, and much was made of it in 
all of the addresses given by the officers. In addi- 
tion demonstrations, literature, methods of carrying 
out examinations, and the results, were much in ev- 
idence at the scientific exhibit. If one may judge 
from one’s observation at this meeting, this work is 
considered to be the most important problem facing 
the Medical Profession today. The feeling is very 
strong that every effort should be made to interest 
and educate the physician through literature, and 
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through programs on health examinations adopted 
by the County Societies, and by demonstrations, in 
order that he may realize the importance of this 
work and make him an enthusiast in carrying out 
the program. It was very well said in one of the 
reports that physicians should initiate the work upon 
themselves, that no class of professional men needed 
this service more than physicians, and no class of 
men were slower in accepting its benefits for them- 
selves. The feeling was also very strong that this 
work should be carried out with vigor and with 
energy by the physician directly, and not through 
the medium of a commercial organization; but in 
order to do this successfully, such examination must 
be carefully made and complete, and the results of 
the examination conveyed to the patient in such a 
way as to be of benefit to him. Furthermore, that 
these examinations should be followed up from time 
to time by the examiner. The Board of Trustees 
make the suggestion in their report, that every coun- 
ty and district medical society should devote at least 
a portion of two meetings during the year to the sub- 
ject of periodic health examinations. 

The report of the Secretary shows the usual wide 
separation between membership and Fellowship in 
the American Medical Association. The member- 
ship as of March 1, 1926, was 91,792, whle on the 
same date there were only 58,681 Fellows. In other 
words about 65° of the members in the various 
State societies become Fellows of the National as- 
sociation. In Massachusetts there are 6,187 physi- 
cians registered 4,248 of whom were members of the 
Masachusetts Medical Society, and but 2,824, or less 
than half of all physicians registered in the State, 
are Fellows of the American Medical Association. 
The American Medical Association reckons its mem- 
bership by adding up the membership of the various 
State societies. It must sell its Fellowship, how- 
ever, and it would seem as though that those of us 
who are members of the National association are 
not doing as much as we should in getting a larger 
proportion of Fellows from the membership of our 
State Societies. Every effort should be made by 
state and county society to induce its members to 
become Fellows of the American Medical Associa- 
tion, for only by more complete organization can we 
hope to hold the position and influence to which we 
are entitled. 

In the report of the Trustees, it noted that the 
deficit in the cost of publication of Hygeia, which 
amounted to over $40,000 in 1924, has been reduced 
in the past year to a little over $5,000. The Trustees 
report that so far the sale of this journal has not 
met expectations, particularly among physicians, the 
circulation being greater among laymen than among 
physicians, in thirty-six out of the fifty States and 
territories. Attention is called by both the Secretary 
and the Board of Trustees to the lack of interest 
that exists in many County Medical Societies. The 
Secretary calls attention to a growing tendency on 
the part of some county and district societies toward 
depending on “outside talent” exclusively for pro- 
gram material, and reminds us that this tendency, 
if permitted to develop, will destroy one of the im- 
portant purposes of these societies, namely, to en- 
courage study and promote the art of expression, 
by both the written and the spoken word, among 
their own members. Considerable space is given up 
to a discussion of the medical activities of the Vet- 
erans’ Bureau and also to the growing tendency to 
federalize health activities as illustrated in the 


Sheppard-Towner Act. The approval of Chiropractic 
schools by the United States Department of Labor 
as “immigrant schools” was also discussed in con- 
siderable detail by the Board of Trustees through 
its legislative agent, Dr. Woodward. 

In the way of new business, one of the important 
features was a resolution introduced by Dr. Follans- 
bee of Ohio. This resolution is one of unquestioned 
importance to the medical profession as a whole, 
and urges that medical expert testimony be given 
by properly qualified physicians appointed by the 
Court, who shall present and read in court a written 
statement of their findings together with their opin- 
jon: such findings and opinions to be based upon 
their examination; and further that they shall not 
be called upon to give an opinion upon a carefully 
and adroitly framed hypothetical question. The fees 
for this exmination and testimony shall be fixed and 
approved by the court and taxed as a part of the 
costs of the case. It was stated that the American 
Bar Association and the American Institute of Crim- 
inal Law and Criminology was actively engaged in 
an effort to improve medical expert testimony along 
similar lines, and the American Medical Association 
through its Trustees was urged to co-operate with 
the above association in bringing about such improve- 
ment. This resolution, after considerable modifica- 
tion, was finally adopted. 

Another resolution of some interest was intro- 
duced by Dr. Harris of New York, and related to the 
education and training of nurses. It called for the 
appointment by the Board of Trustees of a commit- 
tee on Nurses’ and Nursing Education, to investigate 
and report to the next House of Delegates the results 
of its investigation and constructive thought on the 
nursing question, and especially on methods of in- 
creasing the number of bedside nurses. This reso- 
lution was unanimously recommended by the refer- 
ence committee and adopted by the House of Dele- 
gates. The question of so-called Contract Practice 
was also the subject of a resolution that was rather 
broad and called for an investigation of the whole 
matter by the Judicial Council, who are to report 
their findings and recommendations to the House of 
Delegates in 1927. 

In 1925, Texas promised that should the American 
Medical Association decide to hold its annual meet- 
ing in Dallas in 1926, at least 1,500 Texas physicians 
would be registered. She responded by registering 
1,829. The total registration for the meeting was 
4,179, an unusually good attendance for a Western 
and Southern meeting, and exceeding the registra- 
tion at New Orleans several years ago. Too much 
cannot be said in praise of the General Committee 
in charge of the meeting at Dallas and in commenda- 
tion of the inhabitants of the city as a whole in their 
efforts to make the stay of those attending the meet- 
ing most pleasant in every way. Southern hospi- 


tality was certainly seen at its best. Every effort 
was made for the comfort and enjoyment of the 
visitors, and everyone came away with a most kindly 
feeling toward the city and the State. 
H. G. Stetson, 
For the Delegation. 
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ACUTE CORONARY OCCLUSION* 
Report of Twenty-Three Autopsied Cases 
BY LOUIS WOLFF, M.D., AND PAUL D. WHITE, M.D. 


INTRODUCTION 


Disease of the coronary arteries has long been 
known as a pathological entity. Morgagni was 
one of the earliest observers of coronary and 
aortic disease. The Frenchman, Rougnon, gave 
a clear account of a case of angina pectoris and 
shortly afterwards, in 1768, came the classical 
description by Heberden. Toward the end of 
the 18th Century, Jenner and Parry diagnosed 
coronary disease in life and verified their find- 
ings at the post mortem table. 

Even in the early part of the 17th Century 
William Harvey described the clinical picture 
and autopsy findings of a case that, undoubt- 
edly, was one of coronary occlusion, though he 
failed to recognize the true nature of the con- 
dition. As he aseribed the rupture of the heart 
to an impediment to the flow of blood out of the 
ventricle, it is probable that aortic disease was 
present, though this is not stated. 

A very long time elapsed since these early 
observations to within comparatively recent 
years, when one aspect of coronary disease was 
established firmly in the minds of clinicians. It 
is somewhat surprising that coronary occlusion 
has but recently been put on a firm clinical basis, 
certainly only within the past twenty-five years ; 
surprising because the clinical picture is so well 
marked and characteristic, and because for a 
long time pathologists have noted the various 
findings that oceur in these eases. Even clini- 
cians have long noted some of the characteristic 
clinical findings without realizing their signif- 
iecance. Large areas of fibrosis and thinning of 
the heart wall, ventricular aneurysm and rup- 
ture of the heart wall have been noted, and many 
references made to the finding of pericarditis in 
these eases. The association of pericarditis 
with ventricular aneurysm has been known to 
pathologists for many years and it had been as- 
sumed that the former produced the latter by 
traction. 

The history of coronary occlusion in all its 
phases and the steps leading up to its final clin- 
ical elucidation forms a very interesting chap- 
ter and will be the subject of a future communi- 
cation. Today the recognition of coronary oc- 
clusion is easy, if the condition is kept in mind. 
But there is still so much confusion in the minds 
of practitioners regarding this disease and the 
idea that it is incompatible with life and cannot 
be diagnosed antemortem is even now so prev- 
alent, that it has seemed justifiable to present 
herewith a composite picture of coronary occlu- 


*From the Massachusetts General Hospital. 


sion and to report some cases and autopsy find- 
ings. 
The discussion of coronary occlusion in this 
paper is limited only to those cases in which the 
obstruction to the coronary circulation occurs 
suddenly. It will consist largely, therefore, of 
eases of coronary thrombosis, with but a few 
eases of coronary embolism from _ various 
sources. Although the end result, both clini- 
eally and pathologically, in coronary occlusion 
due to gradual closure from fibrosis and eal- 
careous changes in the coronaries or gradual 
obliteration of their orifices from involvement in 
aortitis may be the same as in acute occlusion, 
the characteristic clinical picture of the latter 
is lacking. Furthermore, complete gradual 
closure may occur without any change in the 
myocardium and with little, if any, disturbance 
of function. 

This paper is based on a study of cases from 
the Massachusetts General Hospital, private 
practice, and on a review of the literature, the 
abundance of which during the past year tes- 
tifies to the prevalence and the increasing ree- 
ognition of this disease by clinicians in all 
countries. 

PATHOLOGY 


Briefly, the pathology is as follows :—The cor- 
onary arteries in all cases of thrombosis are 
sclerosed, and usually narrowed. The sclerosis 
may involve one branch or part. of a branch, or 
may involve the entire coronary system. Usu- 
ally the coronary sclerosis is extensive and has 
produced marked narrowing. An exceptional 
case may show only very slight fibrotic changes, 
but apparently the injured intima in such in- 
stances is sufficient to allow thrombosis to occur. 
A thrombus, fresh or old, oeccludes the vessel, 
usually completely, at a point where sclerotic 
changes have caused considerable narrowing. 
The site of the thrombus is at a variable distance 
from the coronary orifices, but may occur at the 
orifice, producing complete obstruction of the 
corresponding artery. In such cases the aorta 
in the region of the coronary orifices is the seat 
of luetic, arterio-sclerotic, or infectious (exten- 
sion from endocarditis) changes. Rarely acute 
occlusion is caused by the discharge of material 
following rupture of an atheromatous patch in 
one of the coronary arteries. When embolism 
produces occlusion, the coronary arteries may be 
perfectly normal. The source of the embolism 
varies, but as a rule is a vegetation or thrombotic 
mass attached to a valve or root of the aorta. 
The occluding embolus may come from a mural 
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thrombus in the left ventricle. In one of 
our cases the original source was a thrombosed 
pelvie vein in a case of malignant disease of the 
ovaries. A large thrombotic mass became im- 
pacted in a patent foramen ovale, with processes 
extending into each auricle. A branch of the 
left coronary artery became occluded by a por- 
tion of the thrombus becoming detached in the 
left auricle. In three other cases of coronary 
embolism, endocarditis was the cause. 

As a rule, occlusion by a thrombus occurs at 
one point only. There may, however, be more 
than one thrombotic occlusion. Usually there 
is no evidence of a widespread tendency to 
thrombosis, though occasional cases occur in 
which there is in addition to coronary throm- 
bosis, mesenteric, femoral or other thrombosis. 
Four of the 19 cases of coronary thrombosis 
displayed extra-coronary thrombosis. The sites 
in these cases were the pulmonary, poplitieal 
and splenic arteries, the abdominal aorta, and 
the portal vein. In an additional case there was 
an old amputation of a leg, possibly a result of 
arterial disease. In four cases there was more 
than one thrombus in the coronary arteries. 

The most commonly involved vessel is the an- 
terior descending branch of the left coronary 
artery, but any of the other branches may be 
the seat of the occlusion. In our 19 cases of 
coronary thrombosis the left coronary was in- 
volved in 13 eases, the right one in 4 cases, the 
left and right coronaries in one case, and in the 
other case thrombosis occurred at the root of 
the aorta occluding the left and part of the right 
orifice. In the 4 cases of coronary embolism 
the left coronary artery was involved each time. 

The effect of acute occlusion is infarction of 
the heart muscle, except in those eases in which 
death is instantaneous. The heart in practically 
all eases is hypertrophied and dilated. The heart 
muscle supplied by the oceluded vessel shows 
various changes, depending on the size of the 
vessel occluded, the degree of compensatory col- 
lateral circulation, and the time the patient sur- 
vives the attack. Usually a fairly extensive area 
of the anterior left ventricular wall in the re- 
gion of the apex, the papillary muscle and part 
of the interventricular septum, are involved. 
There early oceurs anemic infarction of the tis- 
sues. The earliest changes consist of a granu- 
lar appearance within the muscle fibres. The 
nuclei appear small and pyknotic, and there is 
rupture and fragmentation of the fibres. There 
is edema and polymorphonuclear leucocytic in- 
filtration, which in areas may be marked 
enough to resemble abscess formation. Hemor- 
rhage may occur in the ventricular wall. Later 
granulation tissue forms and gradually becomes 
organized, so that the heart muscle is replaced 
by a thin fibrous sear. Microscopically, there 
may be complete absence of muscle fibres in such 
sears. The scar may be very thin, but as a 
rule is protected by an organized mural throm- 
bus, and changes in the pericardium to be de- 


scribed. The thin wall may bulge, producing an 
aneurysm of the heart. 

The changes in the muscle are most marked 
in the endocardial and subendocardial layers, 
that is in the region of the conducting system. 
lf the changes are not extensive, the outer layers 
are not involved so that pericarditis does not 
occur in all the cases. Mural thrombosis almost 
always occurs over the infarcted area. The 
thrombus becomes firmly adherent as organiza- 
tion proceeds, although frequently bits of it 
may become detached to occlude important ar- 
teries in various parts of the body. The rest of 
the myocardium may present a normal appear- 
ance microscopically and macroscopically, or 
there may be more or less fibrosis scattered 
through the heart. In some cases, when only 
a small terminal branch is occluded, the necrosis 
may be limited to the subpericardial layer and 
pericardium. 

In the cases in which the infarction extends 
to the outer layers of the heart wall, an acute 
fibrineus pericarditis occurs. The final result 
is thickening of the pericardial layers, and fu- 
sion, forming a thick, firm protection for the 
thin fibrous ventricular scar. 

Rupture of the heart wall, partial or complete, 
may occur, and with it hemopericardium. Death 
is not always instantaneous, so that the blood in 
the pericardial sac may be more or less organ- 
ized. The papillary muscles may partially or 
completely rupture. This is also true of the in- 
terventricular septum. 

The aorta, or the other arteries of the body, 
may or may not show sclerosis. 

Lungs, liver and other organs may show vari- 
ous degrees of passive congestion. 

Syphilis was but rarely demonstrated in the 
eases reported in this paper. 

Cardiac infarction occurred in 15 of the 19 
eases of coronary thrombosis and in two of the 
4 eases of coronary embolism. Cardiac aneu- 
rysm occurred in two of the coronary throm- 
bosis cases, and in one of the embolism cases. 
Pericarditis was found nine times in the throm- 
bosis group, and twice in the embolism group. 

Peripheral embolism occurred in two of the 19 
eases of thrombosis, the brain being involved in 
both cases, while in one of them, in addition, 
there was embolism of the superior mesenteric, 
iliac, and renal arteries. Infarcts were found in 
the spleen in two cases, and in the kidneys in six 
cases. 

INCIDENCE 


By far the great majority of patients with 
coronary occlusion are over 40 years of age and 
most of them are between 50 and 70. Cases in 
the thirties are by no means infrequent, how- 
ever, and one case with autopsy confirmation 
taken from the literature occurred in a woman 
of 21. Most of the patients are men. This dis- 
ease does not seem to be as exclusive as angina 
pectoris, as all walks of life are represented. 
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In the thrombosis group of the present series, 
there were 15 males and 4 females. The ages 
ranged from 40 to 79 inclusive, there being 3 
under 50 years of age, 6 between 50 and 60, 7 
between 61 and 70, and 3 between 73 and 79 
inclusive. The ages of the females were 40, 47, 
60 and 65 years. Of the 4 embolism cases there 
were 2 males and 2 females, and the ages were 
23, 31, 43 and 46: 

The ocevpations in our cases were as follows: 
Musician, nurse, factory worker, laborer, tele- 
phone operator, housewife, artist, farmer, paint- 
er, printer, polisher of ivory, sea captain, insur- 
ance agent, mill operator, and carriage washer. 

Pricr to the attack the patient may have ex- 
perienced perfect health and several instances 
are recorded in the literature, of a searching 
examination shortly before the attack, revealing 
nothing of importance in the heart, blood pres- 
sure or kidneys. Most of the patients, though, 
had had symptoms of heart disease for varying 
lengths of time, many of them definite attacks 
of angina pectoris or substernal distress on ex- 
ertion, some of them dyspnoea on exertion. Some 
of the patients, though free from symptoms, had 
been known to have hypertension, hypertrophied 
hearts or other evidence of heart disease, nephri- 
tis and diabetes. The past history, at least in 
part, was known in 18 of our 19 cases of coro- 
nary thrombosis. There was a history of angina 
pectoris in 7, of dyspnoea in 6, of rheumatism 
in 3, of syphilis in 1, and of diabetes in 2. 

Most of the cases of coronary thrombosis in 
New England occur in the winter months. The 
onset in all the eases except one reported in 
this paper occurred in the months from October 
to April inclusive. 


ONSET, SYMPTOMS AND SIGNS 


The onset of the attack is sudden and in the 
great majority of cases the outstanding symp- 
tom is pain. The pain may be the first severe 
attack the patient has had, but in many of the 
cases there have been one or more very recent 
attacks of severity, unlike the attacks they may 
have been suffering in the past. Often ‘‘indi- 
gestion’’ is complained of for a day or more 
prior to the attack. It is interesting to note 
that many of the patients are awakened out of 
sleep by the onset, while in other cases the at- 
tack begins while the patient is resting in bed 
for some other condition, or following an opera- 


tion. Very often the attack begins after a heavy 


meal or during ordinary or severe exertion. Or 
the attack may begin after unusual emotional 
strain, or follow some infection. In four pa- 
tients of the present series the onset followed 
an operation, occurring during convalescence. In 
two other patients the onset occurred while the 
patients were in the hospital for some other con- 
dition. In one patient coronary thrombosis oc- 
curred shortly after an infection. In each case 
of the embolism group the patient was in the 
hospital when the coronary embolism occurred. 


The pain is of extraordinary severity and may 
fell the victim to the ground, or at the outset 
there may be a short period of unconsciousness. 
The pain may be situated anywhere in the chest 
or abdomen, but as a rule is in the lower chest, 
or precordial region, or in the upper abdomen. 
It is in character constricting, pressing, boring, 
burning, sharp, dull or cramplike and may or 
may not radiate to the back, neck, shoulders, or 
down one or both arms. The pain is not paroxys- 
mal, but is constant for hours or days. Rarely 
the pain may be intermittent. In most of the 
cases there is no relief from amyl nitrite or ni- 
troglycerine, and very often morphia in large 
doses has no effect whatsoever. Two of the pa- 
tients in the present series had intermittent 
pain. 

Dyspnoea at the onset is present in many of 
the cases, either in association with pain or as 
the only symptom. In such cases there is a sud- 
den onset of marked dyspnoea, without any ob- 
vious cause. Rarely a sudden onset of marked 
weakness and inability of the patient to proceed 
with what he was doing marks the beginning of 
the attack. Absence of pain at the outset, with 
the occurrence of sudden dyspnoea is more apt 
to occur in those patients who at the time of 
onset have the usual symptoms and signs of con- 
gestive failure. In these patients, sudden coro- 
nary occlusion may be latent, or accompanied 
only by an increase in the existing signs and 
symptoms. The absence of pain in these cases 
may be similar to the absence or disappearance 
of angina pectoris in patients with auricular 
fibrillation or congestive failure. In two pa- 
tients of the present thrombosis group the onset 
was marked by extreme dyspnoea and complete 
absence of pain. One of these patients had pre- 
cordial oppression on exertion for 30 years, the 
other had dyspnoea and pain on exertion for 
6-7 years. In a third case the onset was at- 
tended by loss of consciousness and gasping res- 
piration. 


Pulmonary symptoms occur in practically ev- 
ery patient with acute coronary occlusion. As 
already mentioned, dyspnoea of a marked degree 
is a common initial symptom. In other patients, 
dsypnoea occurs later and may be slight, moder- 
ate or marked. In some_patients the slightest 
exertion causes dyspnoea. Orthopnea and 
Cheyne-Stokes respiration are not uncommonly 
seen. In a considerable percentage of the cases, 
soon after the onset of the attack, an acute em- 
physema occurs. The respiration is wheezy, or 
asthmatic, with prolonged expiration. Cough 
accompanies this condition, and with it expec- 
toration of frothy sputum which may be pink 
or blood-streaked, or there may be frank hemop- 
tysis. 

Symptoms referable to the gastro-intestinal 
tract are also very common. Loss of appetite, 
nausea and vomiting are very frequent, and 
rarely diarrhea may occur. The patient may 
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vomit blood, or, as in a case here reported, typi- 
eal coffee grounds. 

Weakness may be a striking symptom, though 
it is remarkable to see what vigor some patients 
may have. Faintness and vertigo may be pres- 
ent and some patients fear even to raise an 
arm, as such slight exertion may produce faint- 
ness. Syncope or collapse may occur at any 
time 


The patients are restless and there is a fear 
of death or a settled conviction of dissolution. 
Sleep, as a rule, is impossible as long as the pain 

At any rate during the attack the patient 
sleeps very little. The mind is generally clear 
throughout the attack, though temporary un- 
consciousness may occur and very rarely there 
is mild delirium. 

The appearance of the patient is striking, 
even when seen within a half hour after the 
onset of the attack. There is a peculiar ashen- 
grey color of the skin, which is bathed in cold 
perspiration. Very rarely, instead of pallor, 
there is flushing, a finding in two of our cases. 
Cyanosis occurs, but is not marked. Jaundice 
oceurs infrequently, except later if there is 
hepatie congestion. The facial expression is one 
of anxiety and fear and altogether the appear- 
ance is one of a critical condition. The patient 
is restless, constantly changing his position in 
bed or tossing about incessantly. This is in 
striking contrast to the immobility during an 
attack of angina pectoris. The patient may even 
walk about, hoping in this way to experience 
relief. Though not the rule, a patient may show 
extriordinary vigor. Thus, in one of the cases 
reported in the literature, the patient suddenly 
jumped out of bed, eluded the nurse and dashed 
int. the bathroom to vomit. Very soon, however. 
these patients who are at first restless, settle 
down to complete rest. Indeed some of the pa- 
tients from the very start remain perfectly 
auiet, due to weakness, faintness or dyspnoea, all 
of which may be aggravated by slight exertion. 

Tt is unusual to examine a patient very soon 
after the beginning of the attack. In one of the 
eases here reported. the first examination was 
performed within one half hour from the onset. 
The heart itself would have been considered per- 
fectly normal, had not the history pointed to a 
grave disorder of that organ. There was no en- 
largement, the rate was 68 beats per minute, the 
rhythm was normal, the sounds were of excel- 
lent quality and the blood pressure was 148 sys- 
tolic, 100 diastolic. However, in a remarkably 
short time very striking changes occur, and as 
the patient is usually seen after these changes 
take place, they concern us particularly. The 
blood pressure if carefully followed shows a 
steady and progressive decline, reaching, as a 
rule, an abnormally low level. This fall is not 
as marked for the diastolic as for the systolic 
pressure, a low pulse pressure being the result. 
This steady fall in blood pressure, and its ab- 
normally low level, is a characteristic finding 


and occurs in most of the cases. In a few cases 
reported in the literature in which the diagnosis 
was confirmed at autopsy, a high systolic and 
diastolic pressure, even as high as 200, was main- 
tained throughout the attack. While the drop 
in blood pressure is going on there is a steady 
rise in pulse rate so that practically always it 
is above 100, and usually is above 110. Though 
the rhythm may have previously been normal, 
irregularities may soon appear. Extra systoles 
occur in a great many of the cases, in some 
proven to be of ventricular origin. Tachycardias 
may occur and in a few cases electrocardio- 
grams have shown these to be ventricular par- 
oxysmal tachycardia. Auricular fibrillation, as 
a rule paroxysmal, and heart block, at times 
complete, occur in some of the cases. Auricular 
flutter and pulsus alternans have also been ob- 
served. 

Dilatation of the heart rapidly occurs and 
can be watched as it definitely develops. The 
heart sounds are now distant, indistinct, or of 
definitely poor quality, and embryocardia is 
common. In a very large percentage of the 
cases there is definite splitting of the heart 
so.inds, and usually this can be classed as a pro- 
tediastolie gallop rhythm. Heart murmurs are 
usually absent, even when known to have existed 
before the attack. In some eases, however, a 
systolic murmur arises in the apical region dur- 
ing the progress of the disease. A finding which 
is fairly common, but which by no means occurs 
in all or most of the cases, is a pericardial fric- 
tion rub. It may appear on the first day of the 
attack, or not until after a week or more has 
passed. It may be heard at the apex, or any- 
where in the precordial region, at times very 
faint and difficult to hear, at other times very 
loud, and palpable as well as audible. As a 
rule it is localized and of short duration, but it 
may last constantly or intermittently for several 
days. It may have the usual characteristics of a 
pericardial friction sound, but it may, in some 
eases, be heard only during inspiration, resem- 
blirg a pleural friction rub, probably because 
the pericarditis is usually much localized over 
the infareted area. In addition to dilatation. 
hypertrophy occurs in practically all of the 
cases, and in the course of 3 or 4 weeks or more, 
a diffuse, heaving cardiac impulse may make its 
appearance, being situated beyond the normal 
lim‘ts of cardiac dullness. Rarely cardiac aneu- 
rysm has been diagnosed antemortem by finding 
a pulsation beyond the area of cardiac dullness, 
or by X-ray examination. Though by the time 
hypertrophy has occurred the heart sounds have 
somewhat improved in quality, the discrepancy 
between the weak heart sounds and the large 
area of cardiac dullness and forceful impulse is 
striking. 

The lungs usually show some abnormality. 
Even very early in the attack there are rifles at 
one or both bases. This finding is perhaps the 
most common pulmonary sign. The occurrence 
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of acute pulmonary edema, with bubbling rales 
throughout both lungs is fairly frequent, usually 
being seen early in the attack. There may be 
attacks, however, occurring after convalescence 
is well under way. 

A frequent early event is an acute pulmonary 
emphysema, and the chest may actually look 
larger than it did previously. The hyperreson- 
ance may wipe out the areas of cardiac and 
hepatie dullness. The respiration accompany- 
ing this condition is of a peculiar, wheezy 
character. Typical asthmatic breathing may 
occur, and on auscultation there will be heard, 
in addition to the bubbling rales, squeaks and 
groans. 

Marked dypsnoea may be obvious before any 
but slight signs occur in the lungs, and the clin- 
ician may be led to suspect coronary occlusion 
when finding very little objectively in the lungs 
or heart in a patient with extreme dyspnoea. 
With the later developments in heart and lungs 
the occurrence of dyspnoea is readily explained. 
Orthopnea occurs in a few patients. Later, 
Cheyne-Stokes breathing is of frequent oceur- 
rence and may be present for weeks or months. 

Although the liver may be palpable and there 
may be slight pretibial pitting early in the 
attack, the lungs, at the very outset, offer the 
only evidence of congestive failure. With the 
progress of the condition, heart failure may 
manifest itself in no uncertain manner, and 
hydrothorax and ascitis may rapidly ensue. 

The rest of the examination may disclose little 
of importance. Peripheral and retinal arterio- 
sclerosis may or may not be present, and there 
may be obliteration of one or both dorsalis pedis 
arteries. It is not rare to find sclerosis limited 
almost exclusively to the coronary arteries. 

The liver may very quickly enlarge to a 
marked degree, and pulsate; the occurrence of 
this phenomenon may perhaps be attributed to 
occlusion of the right coronary artery. 

Abnormal pulsations in the neck are common, 
due to engorgement of the neck veins in con- 
gestive failure. 

In most of the cases there is a mild febrile 
reaction, occurring early and lasting several 
days. Infrequently there is a subnormal tem- 
perature throughout. The temperature was ele- 
vated in at least eleven of our 19 cases of throm- 
bosis. In only two cases was it higher than 
102.5° F., and in both of these other factors 
were present which were possible causes of the 
high temperature. 

As a rule, the white count is moderately ele- 
vated to about 12,000 to 15,000. The urine may 
be normal, or contain albumen, casts, white 
cells or red cells, or sugar. 

In some of the cases there is abdominal spasm 
or tenderness or both, in varying degrees, and 
this feature may confuse the diagnosis. Disten- 
tion is common. There may be precordial or 


brachial hyperasthesia. 
The electrocardiographic changes are strik- 


ing. When the patient comes under observation 
early and repeated electrocardiograms are 
taken, progressive changes will be observed. The 
most striking change is in the T wave, which 
very early may be exaggerated, and lead off 
the descending limb of the R wave. Very quick- 
ly the T wave becomes iso-electric and finally 
negative. The P wave is sharper than normal. 
The Q RS complex shows notching or widening 
or both, and frequently small amplitude. If the 
patient survives there may be a gradual return 
to normal, so that if seen late, the electrocar- 
diogram may show no abnormality. Frequently, 
however, the result of the infarction of the 
heart muscle is shown as a persistent bundle 
branch block or a persistent lowering of voltage 
of QRS or T or both. Of course all the various 
arrythmias may be observed in the electrocardio- 
grams. Only two of our patients had electro- 
cardiograms. Both had a normal rhythm. In 
one of them the changes in lead II consisted of a 
high P wave, a low T, and a notched QRS. In 
the other case the T wave in lead II was in- 
verted. In the first case there was left axis 
deviation. 


THE CLINICAL COURSE 


Death may occur with extraordinary sudden- 
ness. Krehl has emphasized how instantaneous 
such death may be, and the lack of terminal 
respiratory agony, of distortion of the features, 
and of muscular contractions is noteworthy. 
Clinically this group is not of importance. 

Death may be postponed for days, weeks, 
months or years, or rarely apparent complete 
recovery may occur. In the eases that do not 
die immediately, there is a characteristic clinical 
course. As mentioned above, there is constant 
pain, disappearing after several hours or one 
or more days. Pain may, however, recur, but 
is usually of different character and intensity 
from the original pain, and is often of unknown 
origin. Doubtless in some cases a recurrence of 
pain means a fresh oecelusion, but this is not 
common. In some patients the pain is obvious- 
ly due to pericarditis. Pain in some patients is 
associated with cardiae arrythmias of one sort 
or another. Partial rupture of the ventricle 
wall, or of a ventricular aneurysm, when not 
immediately fatal, may be the cause of pain. 
Occasionally the pain has been due to pulmon- 
ary embolism. Infrequently, following the re- 
covery from the effects of acute occlusion, there 
is recurrence of angina pectoris. Most of the 
patients, however, once the pain associated with 
the attack is over, thereafter remain free from 
pain even though they were previous sufferers 
of angina pectoris. 

The intense dyspnoea may last as long as the 
pain, but sooner or later diminishes in intensity, 
or the patient may experience dyspnoea only 
on exertion. After several days, or not until 
much later, Cheyne-Stokes respiration becomes 
a comiaon occurrence and may last weeks or 
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months. The pulmonary signs, such as rales 
at the bases, asthmatic breathing, or emphysema, 
rapidly disappear in the course of one to sev- 
eral days in favorable cases, though attacks of 
acute pulmonary edema may occur later. Rales 
at the bases may persist indefinitely, being pres- 
ent for months in some of the patients; or they 
may disappear during short intervals only. 

The gastro-intestinal symptoms very rapidly 
disappear, except loss of appetite, which may 
persist for weeks or months. 

An extraordinary feature is the apparent 
rapid recovery. For a few hours or one or 
more days the patient is desperately ill, and 
there is always the gloomy outlook of death 
during this perio. But with the disappearance 
of pain, the patient passes in a very short time 
from extreme suffering to a state of comparative 
comfort. Not only does he look better but phy- 
sical examination discloses definite improvement. 
The blood pressure is rising, the heart rate is 
falling, signs of edema in the lungs are disap- 
pearing. The patient may feel so well that he 
insists on getting up or even has the intention 
of going to work. Or the diagnosis not having 
been made, the patient is allowed to get up. This 
state of affairs is not of rare occurrence 3 or 4 
days or less after the onset of the attack, and is 
much more common 10 days or so after the 
onset of the attack. Indeed it seems that rarely 
a patient may be up and about throughout the 
attack which was the case with two of our pa- 
tients. It hardly need be said, however, that 
these patients are very far from well, and cer- 
tainly not ready to leave bed. These patients, 
as a rule, die suddenly after very slight exer- 
tion. Or the patient, though apparently very 
much better and seemingly on the road to re- 
covery, dies suddenly in bed while being kept 
absolutely quiet. Other patients go through a 
longer period of convalescence and after 4 to 6 
weeks are allowed up. Such patients may be 
in fair health for months or a year or several 
years, usually with definitely lowered reserve, 
never regaining their former health. As a rule, 
they die suddenly even though apparently doing 
well, months to a year or more after the attack. 

Other patients, though fairly well at first, 
go steadily down hill and die from congestive 
failure. In other patients, there is a progres- 
sive emaciation and enfeeblement and gradual 
or sudden death. Four of our patients died of 
congestive failure. 

In some patients, soon after the attack, the 
signs and symptoms of congestive failure appear 
and advance to a marked degree, ending in 
death not long after the onset of the attack. 
Or, the congestive failure may be recovered 
from, only to recur later, or death may occur 
in some other manner. Very rarely, a patient 
seems to make a complete recovery and is able 
to carry on without diminished reserve. 

At any time during the course of the disease 
the manifestations of embolism may occur. Con- 


sidering the fact that mural thrombosis occurs 
in practically every case, it is surprising that 
embolism does not occur more frequently than it 
actually does. Any of the peripheral, cerebro- 
spinal, pulmonary or visceral arteries may be 
blocked, with the usual accompaniments of such 
accidents. In some cases, as in a case reported 
here, transient numbness or paralysis may occur, 
even long after the original attack. 

Unconsciousness, epileptiform attacks, or 
aphasia may occur. These phenomena are not 
necessarily due to embolic accidents, but may 
be part of the Adams-Stokes syndrome, asso- 
ciated with heart block. 


Peripheral embolism occurred in two of our 19 
eases of coronary thrombosis. 


MANNER OF DEATH 


Death after coronary occlusion is in most 
cases sudden, whether it occurs early or late 
in the course of the disease. Some patients ob- 
viously die from congestive failure, but very few 
of the total number. A few deaths are clearly 
due to rupture of the heart, or to the results of 
embolism, usually pulmonary or cerebral. Un- 
doubtedly, death is occasionally due to heart 
block. Death has occurred during tachycardia, 
in some cases proven to be of ventricular origin. 
It is probable that other disturbances of mech- 
anism may be the cause of death, but definitely 
to attribute death to ventricular fibrillation is 
at present a theoretical assumption. The 
evidence for this mode of death is that animals 
die of ventricular fibrillation following ligation 
of a coronary artery. We may find that this is 
a common cause of death but it is as yet un- 
proven. 

In one of the cases here reported, extreme 
cyanosis developed suddenly before death. Au- 
topsy disclosed nothing to account for it. 

The fact remains that the exact manner of 
death is, in most eases, unknown. 


PROGNOSIS 


It is probably true that most patients die very 
soon after acute occlusion of a coronary artery. 
A large percentage of the patients do survive 
the attack, however, and regain some measure 
of health. But, under the very best conditions 
it is a serious disease. Following the attack, 
there is diminished reserve and limitation of 
activity in all but the most exceptional cases. 
Most patients die in a year or two, some sur- 
vive three or four years, but it is well to re- 
member that even though the patient is doing 
well and you have every reason to hope for a 
good prognosis, sudden death is the common out- 
come, perhaps when it is least expected. Rarely 
a patient may live more than ten years follow- 
ing an attack. 

The duration was known in 18 of the 19 eases 
of coronary thrombosis. It was several hours or 
less in 4, 7 days or less in 4, several weeks or 
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less in 7, 4-5 months in 1, 8 months in 1, and 5 
years in 1. Death occurred in a matter of min- 
utes in 2 of the cases and was instantaneous in 
one. Of the coronary embolism cases, death was 
instantaneous in one, and delayed for several 
hours in another. In the other 2 cases the dura- 
tion was not known definitely, but probably was 
not more than several hours. 


DIAGNOSIS 


The diagnosis, as a rule, is easy. Usually a 
male 40 years of age or older, severe constant 
anginoid or upper abdominal pain lasting hours, 
the severe dyspnoea, the gastro-intestinal symp- 
toms, the progressive changes in heart and blood 
pressure, the characteristic pulmonary signs, 
make a clinical picture that is distinctive. Pain 
and dyspnoea are the most common symptoms, 
while the appearance of the patient, the falling 
blood pressure, the rising pulse rate, the poor 
heart sounds, the gallop rhythm and irregulari- 
ties, the rales at the lung bases and acute emph- 
sema are the important signs. The rapid or 
gradual appearance of congestive failure follow- 
ing anginoid pain is presumptive evidence of 
coronary thrombosis. A pericardial friction rub, 
and the manifestations of embolism, are impor- 
tant contributing factors in the diagnosis. If 
electrocardiograms are available, confirmatory 
evidence is thus obtained. The elevated white 
count and the fever are helpful, but may also 
be confusing. 

Often a patient is first seen after the acute 
symptoms and signs have passed off. In such 
a case the history is important, especially the 
character and duration of the pain, the rapid 
passing off of the acute and desperate condition, 
and the impairment of reserve that is left. If 
the patient had suffered attacks of angina pec- 
toris previous ‘to the coronary thrombosis, he 
will often volunteer the information, or it may 
be elicited by questioning, that since the severe 
attack pain has been absent or not as severe as 
before. On examination all but the very rare 
case will show some abnormality—enlargement 
of the heart, poor sounds, gallop rhythm, &c. 

In spite of all this, mistakes in diagnosis 
occur, and even when coronary thrombosis is 
considered in the differential diagnosis, patients 
suffering from this condition will receive an 
exploratory laparotomy for an acute abdominal 
condition. A eareful history, however, and a 
thorough physical examination should largely do 
away with such errors. 

From angina pectoris, coronary thrombosis 
is easily differentiated. The outstanding excit- 
ing factor in bringing on pain in angina pec- 
toris is exertion, while in coronary thrombosis it 
is common to have an attack begin while the pa- 
tient is resting or sleeping, or in bed. In the 
former condition the pain characteristically 
lasts a few minutes, is relieved by rest and nitro- 
glycerine, and when the attack passes off, the 
patient is in his usual state of health. During 


the attack immobility is a feature. Gastro- 
intestinal symptoms are absent, there is no fall 
in blood pressure, there is no change: in heart 
sounds, no rise in pulse rate, no arrythmias, and 
pulmonary features except for a cessation of res- 
piration are extremely uncommon. In coronary 
thrombosis the pain is lasting, is not relieved 
by rest, nytroglycerine or morphia, and the pa- 
tient is not immobile but restless. After the 
attack is over the patient never regains his for- 
mer health. The presence of fever and leucocy- 
tosis, while mentioned as present by some ob- 
servers in angina pectoris, should cast doubt on 
such a diagnosis. Pericarditis does not occur 
in angina pectoris. There is a group of cases in 
which pain lasting an hour or so is not followed 
by the usual clinical picture of coronary occlu- 
sion, though the duration of the pain suggests 
this diagnosis. In such cases the usual mechan- 
ism producing angina pectoris acting over a 
prolonged period may be the cause. Or actual 
coronary occlusion may be present with little 
or no cardiac infarction, owing either to the 
small size of the vessel occluded or to adequate 
collateral circulation. This forms an interme- 
diate group between angina pectoris and cor- 
onary occlusion in which the differential diag- 
nosis is extremely difficult, the most reliable eri- 
terion being the subsequent course of the condi- 
tion. 

Pulmonary embolism, acute pneumothorax, 
rupture of the heart or of an aneurysm, a dis- 
secting aneurysm, pneumonia and pleurisy are 
the chest conditions which might be confused 
with coronary thrombosis. In syphilitic aortitis 
the clinical picture may resemble coronary 
thrombosis, and the differential .diagnosis may 
be impossible. 

Of the acute abdominal conditions, a rup- 
tured viseus, acute pancreatitis, acute cholecys- 
titis and mesenteric thrombosis are the ones com- 
monly to be considered. In this, as in other 
problems in diagnosis, the first requisite is to 
have the condition in mind. If this is done 
and all the details of the case are carefully con- 
sidered, the differential diagnosis will rarely 
give trouble. The past history is important, 
pointing either to angina pectoris or gastro-in- 
testinal disease. Gastro-intestinal and _ gall- 
bladder disease. as a rule, are of much longer 
duration than angina pectoris. Gall bladder 
disease is much more common in females, while 
the reverse is true of coronary occlusion. The 
pain of coronary thrombosis very much more 
commonly than the pain of intra-abdominal 
disease, radiates down one or both arms. While 
pain is common to both conditions, extreme dys- 
pnoea at the outset of an acute abdominal con- 
dition is rare. Persistent vomiting, extreme 
constipation, a very high temperature, chills, 
and a very high white count, favor an abdom- 
inal condition rather than coronary occlusion. 
The finding of rales at the lung bases, the acute 
emphysema, progressive changes in heart and 
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blood pressure, and the detection of a pericar- 
dial friction rub, should make one favor coron- 
ary occlusion. 

TREATMENT 


One thing is certain, that the patient should 
have absolute rest in bed for at least four weeks, 
and that in each case careful consideration of 
the condition should determine exactly when the 
patient will be allowed up. Then the patient 
should ‘‘crawl before he walks.’’ It is well to 
tell the patient what the situation is, and to 
inform him of the necessity of devoting the com- 
ing months to the task of restoring his health. 
In this way he may plan ahead and arrange his 
affairs for a long, satisfactory convalescence. 
The first winter, and perhaps the coldest months 
of the following years, should preferably be 
spent in a warm, equable climate. It is best to 
give up entirely all activities demanding stren- 
uous physical or mental effort. Only mild work 
and short hours may be indulged in. 

During the acute attack the treatment is di- 
rected toward making the patient comfortable. 
Nitrites are of no value and had best be dis- 
pensed with. Morphia in large doses is neces- 
sary to relieve the pain but is often inefficacious. 
Riesman has used leeches in the precordial area 
and believed he got beneficial effects. 

Digitalis is indicated in full doses when there 
is evidence of congestive failure. For syneope 
or collapse caffeine may be used, or, if necessary, 
adrenalin intravenously or intracardially. 

For pulmonary edema, hydrothorax, ascitis 
and Cheyne-Stokes respiration, the usual treat- 
ment is indicated. The diet should be light and 
non-gas forming. In overweight patients, loss 
of weight is desirable. 


REPORT OF 23 CASES WITH AUTOPSIES 


The first case is that of a private patient. All 
the others were patients at the Massachusetts 
General Hospital. Among 4927 autopsies at the 
Massachusetts General Hospital acute coronary 
occlusion was found 22 times, a percentage in- 
cidence of 0.45%. 


Case I. A. S., male, age 53, believed himself a sub- 
ject of heart disease ever since frightened in child- 
hood. He had always been introspective and wor- 
ried a great deal about his health. For years he had 
no exercise whatever and when walking would take 
a very slow pace. 

In childhood he had severe diphtheria, but no 
other illnesses. Seven years ago he was in bed ten 
days with an attack of influenza. Several years ago 
he passed a small renal stone, but since then had 
no symptoms referable to the genito-urinary tract. 
Five to six years ago there gradually developed mod- 
erate edema of the right leg, for which his physi- 
cian could find no cause. There were no other 
symptoms, and after one month it disappeared. 

For about five years he had been having attacks 
of pain coming only on exertion, and for which he 
had to stop, whereupon the pain would immediately 
disappear. The pain never lasted more than two to 
three minutes. It always occurred in the lower 
sternal region just to the left of the mid line, and 


radiated to the back of the neck, left shoulder and 
down the left arm. The pain was described as a 
pressure sensation. Except for these attacks and 
cough with a small amount of mucoid sputum, the 
patient considered himself to be in good health 
until the onset of the present illness. 

His habits were excellent in every way except 
that he smoked 20 cigarettes daily. He was never 
known to display a temper or to fly into a rage, 
though he was easily deeply affected emotionally, 
and was a confirmed worrier. 

He was first examined on the 26th of April, 1925, 
at 11.30 p. m., about one-half hour after an attack 
of pain began, similar to that described above. The 
preceding two days he had gone through considera- 
ble emotional reaction and had complained of “in- 
digestion,” but there had been no unusual physical 
exertion. The pain differed from the usual attacks 
in that it was more severe, and lasted more than 
2-3 minutes. In addition he was restless, whereas 
in the previous attacks immobility was a feature. 
The pressure sensation was very intense and he 
frequéntly cried out in pain. The attack started at 
11 p. m. while he was sitting quietly. 

Examination showed a very sick looking man with 
a pale, ashen complexion and moist skin, obviously 
in great distress, and tossing restlessly about in bed. 
The pulse rate was 68 per minute, perfectly regu- 
lar, of good volume and tension. The blood pressure 
was 148 mm systolic and 100 diastolic. The left 
border of cardiac dullness was 8.5 centimeters to the 
left of the mid-sternal line in the 5th interspace, in 
the mid-clavicular line. The supracardiac dullness 
was not increased. The heart sounds were of ex- 
cellent: quality and no murmur was audible. The 
radial, brachial and dorsalis pedis arteries were not 
remarkable. 

There were numerous coarse bubbling rales at 
both lung bases, considerably more on the left than 
on the right. The abdomen was negative, the 
liver was not palpable. There was no edema of the 
extremities. 

Two or three doses of nitroglycerine in 1/100 grain 
doses given subcutaneously gave. not the slightest 
relief. Morphin subcutaneously in ™% grain doses 
was equally inefficacious. 

About 3 hours after the attack began typical coffee 
grounds material was vomited and repeated several 
times during the night. For the first five or six 
hours of the attack restlessness was a feature 
and, in spite of my entreaties, the patient several 
times got out of bed and walked about as he be- 
lieved that in this way he would get relief. 

Eight hours after the attack began, cough ap- 
peared, and with it the raising of considerable pink 
frothy bloody sputum. Respiration was of a peculiar, 
wheezy character. Although the pain had not 
abated, the patient was now quiet and appeared des- 
perately ill. The temperature was 99.8°, the pulse 
rate 110 per minute and the blood pressure 100 mm 
systolic, and 60 diastolic. The left border of car- 
diac dullness was now % to 1 centimeter to the left 
of the mid--clavicular line. There were frequent ex- 
tra-systoles and the heart sounds had become very 
poor in quality. The lungs were distended and ev- 
erywhere full of coarse bubbling rales. It seemed at 
this time that recovery would not take place. 

For twenty hours the patient was in this desper- 
ate condition, with severe constant pain. The ad- 
ministration of three grains of morphin was entirely 
without effect on the pain and did not even produce 
sleep. Twenty hours after the beginning of the 
attack the pain gradually subsided and then disap- 
peared entirely. At this time the temperature was 
100, pulse rate 120, and blood pressure 110 systolic 
and 70 diastolic. The acute pulmonary edema had 
subsided but rales were still present at both bases. 
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The heart showed no change since the previous ex- 
amination. The liver was not palpable and there 
was no edema. 

On the 29th of April the patient was fairly com- 
fortable but very irritable. Pain had returned but 
was entirely differehit from that which had ushered 
in the attack. The pain was now precordial, oc- 
curred only with inspiration, and was not severe. 
Examination revealed a loud friction rub, both pal- 
pable and audible over the apex of the heart, but 
which could be detected only with each inspiration. 
Expansion of the chest was equal on both sides. 
The temperature now was 99.8°, the pulse rate 130 
and the blood pressure 110 mm systolic, 70 diastolic. 

April 30th his condition was practically unchanged. 
The temperature was 98.6°, pulse rate 130 and blood 
pressure 110 mm systolic, 70 diastolic. The urine 
was entirely negative. Digitalis was ordered, 1% 
grains four times a day for three days, then 1% 
grains daily. 

May 6Gth, the tenth day of the illness, the patient 
was very comfortable and had no complaints. His 
general appearance was much better even though 
loss of weight was evident. The pericardial fric- 
tion rub had entirely disappeared. The quality of 
the heart sounds was poor. There were a few scat- 
tered rales at the lung bases. The temperature was 
98.6°, the pulse rate 90. (For a great many years 
the patient had been in the habit of taking his own 
pulse rate and never found it below 90, usually be- 
tween 90 and 100. At the beginning of the attack it 
was 68.) The blood pressure was now 118 mm 
systolic, 70 diastolic. 

On the 7th of May the cardiac impulse had be- 
come diffuse and heaving, and on the following day 
the first heart sound in the 3rd and 4th interspaces 
to the left of the sternum was definitely split, pro- 
ducing a gallop rhythm. 

Convalescence was proceeding satisfactorily, ap- 
petite had returned and his condition was consid- 
ered good under the circumstances. May 13th, on 
the 17th day of the illness, there suddenly occurred, 
while the patient was lying quietly in bed, a com- 
plete paralysis and anesthesia of the left arm and 
hand. Speech became thick and incoherent and 
there was mental confusion. Examination showed 
a complete flaccid paralysis and anesthesia of the 
left arm and hand but the tendon reflexes were 
present, though possibly slightly diminished. There 
were occasional twitches of the left side of the face. 
Tongue protruded in the mid line. The legs were 
not involved. He complained of nausea and dizzi- 
ness. The pulse rate was 120 and the lung bases 
were quickly filling up with moisture. 

The following day the general condition was slight- 
ly improved, the pulse rate was still 120. He was 
able to move the left arm and hand, but anesthesia 
was complete. There was a slight febrile reaction 
for a few days. Mild mental excitement was ap- 
parent and lasted for a week or longer. 

On the 16th of May he complained of feeling very 
weak, dizzy and queer. The blood pressure was found 
to be systolic 88 mm, diastolic 40, and there were 
numerous rales at both bases. The symptoms rap- 
idly passed off and there was a rise in blood pres- 
sure. No medication was given. | 


On the 18th of May the patient was feeling quite 
well. Numerous rales were still present at both 
bases. The heart sounds were very poor, espe- 
cially the first one, and there was definite splitting 
of both sounds. The pulse rate was 90, perfectly 
regular. The blood pressure was now systolic 
120 mm, diastolic 80. 

By the 22nd of May the left hand had remarkably 
improved, there being difficulty only with fine move- 
ments. The general condition was satisfactory. The 
only complaint was difficulty in breathing at night, 


with a sense of air hunger This was due to Cheyne- 
Stokes respiration. Lips were definitely cyanotic, 
pulse rate 92. | 

May 26th the patient was allowed to get out of 
bed and sit on a chair. On the 31st of May he had 
been feeling quite well but was coughing and rais- 
ing purulent sputum. He looked well but much 
older, and loss of weight was evident. The pulse 
rate was 115, the blood pressure 110 mm systolic 
and 76 diastolic. There was a diffuse heaving im- 
pulse all over the cardiac area, lowest at the level 
of the fifth rib, in the anterior axillary line, 13.5 
centimeters from the mid-sternal line. The sounds 
were of very poor quality and a distinct 3rd heart 
sound was heard at the apex. The lungs showed 
squeaks and groans on expiration in both upper lobes, 
and coarse bubbling rales at the bases. This con- 
dition rapidly cleared up. 

June 10th the patient was taken to the coun- 
try, a distance of 25 miles. By the 16th he had 
been taking a few steps, and felt quite well during 
the day. He hardly slept at night, however, due 
to the onset of Cheyne-Stokes respiration with the 
recumbent position. For two nights he had small 
doses of caffeine before retiring and this relieved 
the respiratory difficulty sufficiently to allow a good 
night’s sleep. On the 16th he rather quickly became 
markedly breathless and delirious. When seen he 
was extremely pale and dyspnoeic, and delirious. The 
pulse rate was 130, regular, and the lungs were 
full of bubbling rales. He was given atropin, six 
grains of digitalis by mouth, and morphia grains %, 
with instructions to repeat morphia grains 1/8 every 
two hours if necessary. He slept all night and the 
next morning was very much better. The pulse rate 
was 100. On the 18th he seemed to be as well as 
before the attack and the pulse rate was 92. 

July 29th he was quite well. He was up most of 
the day but limiting his activity to about 100 steps 
a day. There was no dyspnoea and no pain. The 
heart was in the 6th interspace in the anterior ax- 
illary line; the heart sounds had distinctly improved 
in quality and there was no splitting of sounds. The 
rate was 96, the blood pressure 120 mm systolic, the 
diastolic 80. He was now taking two grains of digi- 
talis daily. 

During August and September he was quite well. 
There was no dyspnoea or pain and no evidence, on 
examination, of congestive failure. His exercise was 
still greatly limited, however. The usual complaint 
was respiratory difficulty at night, due to Cheyne- 
Stokes respiration. During the second week in Sep- 
tember there appeared black spots in front of the 
eyes and there was a moment of blindness. There 
was no color vision. Digitalis was discontinued and 
there was no recurrence of the visual symptoms. 


October ist he resumed his occupation. He could 
only work ten hours a week as compared to 50-60 
hours the year before. Digitalis was again started. 

November 6th he was feeling well, but still unable 
to work more than ten hours a week. There was no 
dyspnoea. He now complained of pain over the 
ensiform cartilage, especially at night. He was very 
much discouraged. The blood pressure was 130 mm 
systolic, 90 diastolic. There were no rales at the 
lung bases. The pulse rate was 82. Digitalis was 
discontinued though there were no toxic symptoms. 
The following day he had green vision. This contin- 
ued for one week. 

November 23rd, he felt as though there were some- 
thing in the epigastrium. In addition there were 
attacks of pain in the region of the xiphoid, lasting 
about three minutes. He found difficulty in breath- 
ing during these attacks. There was also pain in 
the left shoulder and elbow. Nitroglycerine relieved 
these attacks of pain. At this time he looked very 
thin, pale and frail. The pulse was of small volume 
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and tension. The blood pressure was 120 mm 8sys- 
tolic and 90 diastolic. The cardiac impulse was very 
diffuse and forceful, the sounds were of poor quality 
and the first sound at the apex was split. The rate 
was 82 to 90 and there were many extrasystoles. 
There were many rales at the right base, the liver 
edge was palpable and tender and there was the 
slightest possible trace of pretibial pitting. He was 
given digitalis grains 1 daily and bromides and 
luminal. In a few days he was feeling much better. 


December 6th he complained that Cheyne-Stokes 
respiration at night was very troublesome but other- 
wise he felt fairly well. Examination showed the 
heart as before but the rhythm was normal and the 
sounds were of much better quality than they had 
been for some time. There were numerous rales at 
the right base, the liver edge was lower than at 
the previous examination, and there was moderate 
pretibial pitting. The urine was negative. He was 
put to bed for several days. For the next ten days 
he took three grains of digitalis daily. 


December 16th he was feeling much better and the 
pains over the ensiform and left shoulder had disap- 
peared entirely. While at stool the right arm sud- 
denly became very weak and there was pain in the 
right shoulder. After two minutes this completely 
passed off. Edema of the ankles was still present. 
Digitalis was discontinued but bed rest was advised. 


December 18th he felt quite well except for pains 
in the right shoulder. The edema had entirely dis- 
appeared. He was told to take one grain of digi- 
talis daily. 

The morning of December 20th, eight months 
after the onset of the iliness, he remarked that he 
felt better than he had for some time. At 11 a. m. 
he suddenly expressed the desire to go to stool 
but before reaching the bathroom he was in a state 
of collapse. He rapidly became unconscious and ex- 
tremely cyanotic. Cheyne-Stokes respiration set in 
and the pulse was said to be very rapid and feeble. 
Respiration continued irregularly for about ten min- 
utes. When seen a few minutes later he was dead. 


There was extreme cyanosis and the skin of the 
face was warm and moist. 


To sum up, after a severe attack of coronary 
thrombosis with cardiac infarction, the patient lived 
eight months, when sudden death occurred. Re- 
stricted activity was possible and only towards the 
end was there striking congestive failure. The rapid 
enlargement of the heart, absence of murmurs, in- 
constant splitting of the heart sounds and the ema- 
ciation are features worthy of mention. A definite 
pericarditis and cerebral embolism were confirma- 
tory points in the diagnosis. Five weeks after the 
onset there was an acute pulmonary edema which 
was very severe but from which the patient rapidly 
recovered. The most persistent symptom throughout 
the course of the illness was nocturnal respiratory 
difficulty due to Cheyne-Stokes respiration. 

Autopsy was performed four hours after death. 
The heart was hypertrophied and dilated, weighing 
700 grams. The pericardium ‘over the left ventri- 
cle was greatly thickened, and parietal and visceral 
layers were bound together by dense adhesions. 
There was extensive fibrosis of the left ventricular 
wall over a large area involving the apex, papillary 
muscle and part of the interventricular septum. The 
heart muscle here was grossly absent and replaced 
by scar tissue. At one point the wall was extreme- 
ly thin.” The tissue was very friable and even gentle 
handling caused it to fall apart. The wall presented 
at one point a layered appearance, due to an inter- 
posed thin layer of necrotic tissue. The heart mus- 
cle beyond the infarcted area was of fairly good ap- 
pearance, though interspersed with small fibrous 
scars. The auricles and valves were normal. There 


was a large mural thrombus in the left ventricle and 
right auricle. 

The aorta presented fairly marked atheromatous 
changes, extending well down to the base of the 
aortic cusps. The right coronary orifice was quite 
narrowed by an atheromatous patch. The main 
branch of the right coronary artery was thickened 
and sclerosed, in places calcerous, but not stenosed. 
The posterior descending branch showed marked 
changes in part being tube-like and narrowed. The 
left coronary orifice was normal and the circumflex 
branch, though sclerosed, was but slightly narrowed. 
The main branch was patent for only 1% centime- 
ters. At this point, below where a large branch is 


and sclerosed, in places calcareous, but not stenosed. 


and here an old, organized adherent thrombus oc- 
cluded the vessel. 

The lungs were normal except for chronic pas- 
sive congestion. The liver was enlarged and pre- 
sented a typical nutmeg appearance. The spleen, 
likewise, showed evidence of congestion. 


Case Il. H. F. E., a male, entered the Massachu- 
setts General Hospital on his final admission at the 
age of 73. He was an artist and well-known in diplo- 
matic circles. On a previous admission, five years 
before the last one, the heart was apparently nor- 
mal except for a loud systolic murmur heard all 
over the precordia, and loudest at the apex. A diag- 
nosis of bronchitis was made. During the same 
year he entered the hospital again, having had dysp- 
noea on exertion for one week, and an oppression 
in the chest. The day of admission he was seized 
with severe epigastric pain radiating upwards across 
the chest and down both arms. The pain was con- 
stant for hours and was accompanied by severe dysp- 
noea. He was nauseated and broke out in a cold 
sweat. There was moderate fever for five days, the 
heart was dilated, the sounds were distant, there 
were rales at both bases and the liver was enlarged. 
Convalescence was very rapid and for the next five 
years he had practically unrestricted activity, 
though there was some dyspnoea and cough. 

Two weeks before the final admission the dysp- 
noea and cough became much worse, and the day 
before admission he was taken with severe epigas- 
tric pain and vomiteu once. Since then he had been 
very weak and helpless. 

His condition on entry was considered grave. 
There was a grayish pallor, Cheyne-Stokes respira- 
tion, cough with blood-tinged sputum, the pulse was 
feeble, the heart sounds were practically inaudible 
and there were rales at both bases. The white count 
was 15,000 and there was albumin and casts in the 
urine. Digitalis was started. Three days later 
his condition seemed somewhat improved. There 
was a heaving and forceful cardiac impulse, the 
sounds were distant, there was gallop rhythm and 
the lungs were clear. No murmurs. Nine days 
after admission the heart and general condition were 
much improved. There was distinct hypertrophy of 
the heart and a systolic murmur at the apex trans- 
mitted into the axilla. 

Fourteen days following admission he seemed in 
the best of health and spirits but suddenly, without 
warning, became pulseless and died. 

The Autopsy diagnosis was—Arterio Sclerosis, Ar- 
terio-Sclerotic Occlusion and Thrombosis of the Cor- 
onary Arteries. Infarct of the Myocardium. Chronic 
Interstitial Myocarditis with slight Aneurysmal Dila- 
tation of the Wall of the Left Ventricle. Mural 
thrombi, left Ventricle. Fibrous and fibro-calcareous 
endocarditis of the Mitral and Aortic Valves. Hyper- 
trophy and Dilatation of the Heart. Chronic Inter- 
stitial Hepatitis. Hyperplasia of the Spleen. Chronic 
Pleuritis. Obsolete Tuberculosis of the Lungs. Em- 
physema of the Lungs. 


The heart weighed 605 grams. There was exten- 
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sive sclerosis of the coronaries, with narrowing. In 
several branches of the left coronary artery there 
was occlusion by sclerotic narrowing and thrombi. 
The right coronary artery, 5 to 6 mm from its origin, 
was occluded by a small, grey-red, rather firm 
thrombus-like mass. In the region of the apex of 
the left ventricle there was marked fibrosis and 
thinning of the wall and a mural thrombus. In the 
upper part of the posterior wall of the left ventricle 
just beneath the chordae tendineae of the posterior 
cusp of the mitral valve there was another adher- 
ing flat thrombus mass. The cross section of the 
wall of the ventricle in this region revealed soften- 
ing and discoloration of the wall in the midst of 
which was a small smooth dirty-yellowish homogen- 
eous area about 2 cms. by 1 cm. which was rather 
sharply marked off from the surrounding tissue. 


Microscopic examination showed extensive re- 
placement of the myocardium by dense fibrous 
tissue. 


Case Ill. J. B., a male nurse, 56 years of age, had 
angina pectoris for 8 months. Ten weeks before the 
onset of the present illness he had some infection, 
with chill, temperature of 101.5°, and herpes. The 
present illness began with continuous dull pain in 
the mid-sternal region, and nausea lasting three days, 
not relieved by nitroglycerine. He remained up and 
about. 


His face was florid, heart enlarged, the sounds 
were poor. He had an attack of wheezing. Sys- 
tolic blood pressure fell from 190 mm to 130, the 
diastolic from 120 mm to 100. There was albumin 
and sugar in the urine. He was given digitalis. He 
developed facial erysipelas and died about five weeks 
after the onset. 

At Autopsy the heart weighed 430 grams. There 
was slight pericarditis. The right coronary artery 
was extensively sclerosed and stenosed, as was the 
left branch. The anterior descending branch of 
the left coronary artery was occluded by sclerosis 
and thrombosis at a point 2% cms. from its origin. 


Chronic interstitial myocarditis and areas of in- 
farction were present. 


Case IV. M. G. R., a female factory worker of 65, 
had gradually increasing dyspnoea for 3 to 4 years. 
She had her first attack of angina pectoris 5 weeks 
before the onset of the present illness and although 
she remained in bed since the first attack, she had 
repeated attacks daily. One week before admission 
she had a very severe attack of pain in the right 
hypochondrium radiating through to the back near 
the right scapula, up to the right ear and down the 
medial sides of both arms. The pain lasted one- 
half hour and was very severe. Morphine relieved 
it but soreness near the costal margin remained for 
some time. Vomiting accompanied the attack. Since 


then an attack had occurred every day until the 
day before admission. 


Her face was flushed but otherwise she showed 
the usual signs accompanying this condition. The 
blood Wassermann was strongly positive twice, neg- 
ative five times. The spinal fluid showed a luetic 
gold sol curve. 

She died suddenly 3 weeks after the first severe 
attack of pain in the right hypochondrium. 

The heart weighed 431 grams. The pericardium 
was negative. Both coronaries showed considerable 
sclerosis and narrowing, the right coronary being 
occluded by a thrombus 5 cms. from its orifice. There 
was a second thrombotic occlusion in the distal end 
of this artery. In the region of the posterior wall 
of the left ventricle the section surfaces in places 
with greyish brown-red areas and 


The gall bladder contained several stones. 


Case V. D. A. P., a laborer of 60, had asthma and 
bronchitis for 25 years and angina pectoris for 20 
years. A few days before admission to the Massa- 
chusetts General Hospital he had an attack lasting 
2% hours. He died suddenly a week later, after de- 
veloping congestive failure. 

The heart weighed 585 grams. There was an area 
of infarction and aneurysmal dilatation involving 
right and left ventricles. The right coronary artery 
was occluded by sclerosis and thrombosis 2 cms. 
below its orifice. The rest of the coronary system 
showed slight fibrosis but was not remarkable. 
There was adhesive pericarditis over the aneurysm. 


Case VI. L. P., a telephone operator of 47, had 
angina pectoris for 11 months. She died three days 
after acute coronary occlusion, presenting a typical 
picture of coronary thrombosis. At autopsy the heart 
weighed 415 grams. The left coronary artery was 
occluded by sclerosis and thrombosis 2% cms. from 
its origin. The right coronary showed considerable 
sclerosis and narrowing. There was an acute infarct 


of the left ventricular wall. The pericardium was 
negative. 


Case VII. M. M. A., a housewife o1 40, two weeks 
before admission to the Massachusetts General Hos- 
pital, had excruciating pain in the mid-epigastrium, 
knife-like, and radiating through to the back. The 
pain lasted 2 days but was severe for only the first 
few hours. About ten hours after the onset of the 
pain she became unconscious and the following 
morning found that her right arm and side of her 
face were weak. She vomited at the onset of the 
pain. After a week in bed she got up but felt very 
weak and dyspnoea and orthopnea soon occurred. 
She now had a stitch-like pain in the left chest with 
each inspiration. 

On examination she presented the usual signs, 
with a pericardial friction rub, paroxysmal fibrilla- 
tion and fluid in chest and abdomen. She died 2% 
weeks after the onset. 

The heart weighed 430 grams. The coronaries 
showed but very slight fibrous sclerosis and no nar- 
rowing. The left circumflex branch was occluded 
near its orifice by a cylindrical mass of grayish- 
yellow granular material, showing reddish mottling 
in places, and not definitely adherent. There was 
a myocardial infarct, mural thrombosis and pericar- 


ditis. There was embolism of the superior mesen- 
teric and iliac arteries. Head not examined. 
Case VIII. 


D. G. P., a farmer of 63, had his first 
attack of angina pectoris one week before admission 
to the Massachusetts General Hospital. Five days 
before admission he had a severe attack lasting 
several hours, and accompanied by vomiting. He 
presented a typical picture of coronary thrombosis. 
He died ten days following the attack. 

The heart weighed 553 grams. Both coronaries 
showed considerable sclerosis and the left descend- 
ing branch was occluded by a thrombus. There 
was cardiac infarction. 


Case IX. E. B., age 31, subacute bacterial endo- 
carditis. Instantaneous death. Autopsy showed a 
vegetation-like mass partially obstructing the ori- 
fice of the left coronary artery. 


Case X. J. W. B., age 69, sudden death ten days 
following a Kraske operation for carcinoma of the 
rectum. Autopsy showed sclerotic changes at the 
root of the aorta, where a large thrombus occluded 
the left and part of the right coronary orifice. 


Case XI. C. W., age 43, Carcinoma of the ovaries. 
Fainted, had very poor pulse and weak heart sounds, 
and died. Autopsy revealed pelvic thrombosis, em- 
bolism of a patent foramen ovale, and embolism of 
the descending branch of the left coronary artery. 
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Case XII. W. S. H., age 46. Subacute bacterial At autopsy there was thrombus in a sinus of 
endocarditis. Died suddenly. Autopsy showed oc-/} Valsava and the right coronary artery was occluded 


clusion of the distal end of the left descending 
branch by a red thrombotic mass. At the apex there 
was a small area of cardiac infarction limited to 
the subpericardial region. The pericardium was 
involved. 


Case XII H. E. K., a painter of 52, had consid- 
erable dyspnoea on exertion for 2 weeks and indefi- 
nite pain in the Jeft side of the chest. For four 
days he had pain in the epigastrium after meals. 
He was cyanotic and there was a pericardial fric- 
tion rub. He died following a laparotomy. 


Autopsy showed thrombosis of the portal vein 
and many of its large branches and radicles, sclero- 
sis and thrombosis of the splenic artery, and 
sclerosis and organizing thrombosis of branches of 
the left coronary artery. 


Case XIV. H. O., a carriage washer of 23, had 
ulcerative endocarditis with rupture of the mitral 
valve, embolism of the descending branch of the 
left coronary artery, and cardiac infarction. 


Cast XV. W.H. T., a male, 79 years old, died the 
day following an inguinal colostomy for adeno-car- 
cinoma of the sigmoid. Autopsy showed thrombosis 
of the right coronary artery, cardiac infarction, and 
pericarditis. 


Case XVI. E. S., a housewife of 60, had a plastic 
operation of the abdominal wall. The following day 
she was weak, breathing was labored, her color 
was dusky, pulse rate was 120, and there were rales 
at the bases. She vomited. At first there was no 
pain, but later there was epigastric pain and a 
temperature of 104 by rectum. She failed rapidly 
and died. The heart before operation was consid- 
ered normal. Autopsy showed left coronary throm- 
bosis, cardiac infarction and pericarditis. 


Case XVIL. J. A. O., a farmer of 70 years, was 
suddenly seized, after 18 days in the Massachusetts 
General Hospital, with severe dyspnoea, and died in 
15 minutes. There was no pain. Autopsy revealed 
left coronary thrombosis, cardiac infarction, gall 
stones and luetic hepatitis. 


Case XVIII. E. A., an insurance agent of 79, for 
30 years had oppression in the region of his heart on 
exertion. He was found in a state of partial collapse, 
in considerable dyspnoea. He vomited but had no 
pain. Autopsy showed left coronary thrombosis. 
The right branch was almost completely occluded 
by sclerosis. 


Case XIX. B. T., a mill operator of 60, was oper- 
ated on for removal of bladder stone. Convalesc- 
ence was uneventful. One month later, while still 
in the Massachusetts General Hospital, suddenly 
complained of pain and a desire to defecate. A few 
minutes later he was dead. Autopsy showed throm- 
botic occlusion of the left coronary artery. 


Case XX. J. H., a man of 68 years, had senile 
gangrene of the toes. There was a past history of 
glycosuria. The left descending branch was pipe- 
stem in character and occluded by a thrombus. 
There was cardiac infarction and mural thrombosis. 
There was an old thrombus in the left popliteal 
artery, and chronic interstitial nephritis. 


Case XXI. J. L., a sea captain of 65 years, had 
recently suffered pain in the chest and had spells 
in which he would become faint and dizzy. The 
heart rate was 240 per minute, the neck veins were 
distended and the white count was 17,600. He died 
suddenly. 


by a thrombus 2% cms. from its origin. There was 
infarction and mural thrombosis of the right ventri- 
cle, acute fibrinous pericarditis and a recent infarct 
in the right kidney. 


Case XXIL C. H., 49 years old, a polisher of 
ivory, died from marked congestive failure. The 
heart weighed 830 grams, there was extensive coro- 
nary sclerosis with narrowing and the left descend- 
ing branch was occluded in its lower part by a 
slightly discolored and adherent thrombus. There 
was infarction of the left ventricle with mural throm- 
bosis. The left ventricular wall was 2 cms. thick 
except at the apex, where it measured only 5 mm. 


Case XXIII J. H. S., a printer of 67 years, en- 
tered the Massachusetts General Hospital on account 
of pain in the back. There was nothing remarkable 
in the heart at entry. Coronary thrombosis began 
in the hospital and was followed by congestive fail- 
ure and death. 


Autopsy showed coronary sclerosis, thrombosis of 
the left descending coronary artery, cardiac infare- 
tion, mural thrombosis, acute fibrinous pericarditis 
with effusion, and chronic passive congestion. 


SUMMARY 


(1) A study of Acute Coronary Occlusion, 
based on 19 cases of coronary thrombosis and 
4 cases of coronary embolism, and a review of 
the literature, has been presented. In the lit- 
erature the terms coronary occlusion, coronary 
thrombosis, coronary embolism, and eardiae in- 
farction are used interchangeably, or at least 
without sufficient regard for the exact mean- 
ing or significance of these terms, thus leading 
to confusion. We have chosen the term Acute 
Coronary Occlusion, including all cases of sud- 
den closure, in which as a rule, eardiae infare- 
tion occurs. Gradual coronary occlusion, in 
which cardiac infaretion may or may not occur, 
has not been discussed in this paper. 

_ (2) The pathology, clinical picture, diagno- 

sis, prognosis and treatment has been discussed, 
and data of 23 cases presented. 
; (3) The disease is common, and although it 
is being recognized with increasing frequency 
by clinicians in all countries, there is still a 
great deal of doubt and uncertainty regarding 
it in the minds of practitioners, many of whom 
are not aware that it is possible to make the 
diagnosis during life. 

(4) Among other features, we have indi- 
cated, and wish to emphasize that: 


_(a) As a rule the clinical picture is dis- 
tinctive and should be easy of recognition. 
However, the triad of pain, pulmonary and 
gastro-intestinal symptoms does not always 
occur, nor are the characteristic cardiac and 
pulmonary features always sufficiently 
marked to make recognition certain, unless 
great care and detail are given to the examina- 
tion. Pain mery not occur, or dyspnoea may 
be the presenting or only symptom; the pa- 
tient may remain up and about during the 
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attack. Rarely the pain is intermittent and 
not constant. Collapse may be the only in- 
itial symptom. 

(b) Congestive Failure very shortly fol- 
lowing anginal pain is presumptive evidence 
of she existence of coronary occlusion. Im.- 
pairment of reserve following anginal pain 
lias the same significance, and occurs in prac- 
tically every case of coronary occlusion. 

(ec) In many of the cases the attack begins 
while the patient is in bed,—resting, sleep- 
ing, convalescing from an operation, or con- 
fined to bed for some other condition. The 
onset may follow an infection. 

(d) In New England, most of the cases 
begin. in the months from October to April 
inclusive ; in our series, all but one case began 
in these months. 


(e) The apparent rapid recovery in a 
short time is a feature of especial interest, 
and one of great importance to the patient. 

({) Peripheral embolism occurred in about 
10% of our cases, cardiac infarction in 74%, 
pericarditis in 48%, and cardiae aneurysm in 
13% of our cases. 

(g) The differentiation from angina pec- 
toris offers no difficulty, as a rule. There 
is an intermediate group, however, in which 
prolonged pain is associated with some other 
mechanism than organie coronary obstruction, 
or else, if such does exist, the adequacy of 
the collateral circulation or the size of the 
vessel occluded precludes infarction or ex- 
tensive infarction so that the usual clinical 
picture of extensive coronary occlusion is 
lacking. 


“IMPERFORATE ANUS” 


The Surgical Treatment of Cases of Maldev 


lopment of the Terminal Bowel and Anus 


BY SETH M. FITCHET, M.D. 


A REviEW of the records of the Massachusetts 
General Hospital, Boston, shows a variety of 
lower intestinal, congenital conditions classi- 
fied as ‘‘imperforate anus.’’ Study of this 
group of records coming under this general 
heading indicates that the following classifica- 
tion will cover all the cases met with. This re- 
view covers all cases dating from July 1873 to 
date—fifty-two years, and may be assumed to 
represent the types the surgeon is called upon 
to see and treat. 

For convenience all cases may be placed in 
one of the following classes: 


I Anus completely closed, no other fecal 


outlet. Rectum normal. No function. 
Figure 1. 
Pigure | 


It Anus partly closed. Rectum normal. Par- 
tial function, but with symptoms of stric- 


ture. Figure 2. 


Figure 2 
a Normal Rectun. 
Anus Partly Closed. 


III Anus partly or entirely closed. Rectum 
normal. Recto-vesical, recto-urethral, 
recto-perineal, or recto-vaginal -fistula. 


Nestrieted function. Figure 3. 


Anus Fartly or Entirely Closed. 


IV Anus completely closed. Absence, in 
whole or in part, of the rectum. No fune- 
tion. Figure 4. 


V Anus normal with an anal pouch. Ab- 
sence, in whole or in part, of the rectum. 
No funetion. Figure 5. 


Pigure 5 


Rectus with Blind Ending. 


_ Normal Anu@ with Blind Anal Pouch. 


‘‘Function’’ as used in this classification 
means satisfactory evacuation of the bowels. 

It is therefore apparent that in those cases 
of imperforate anus and imperforate rectum, 
classes I, IV, and V, operative aid is urgent. 
In those cases which show no anal opening the 
urgency should never go unobserved, and rarely 
does. In those cases where the anus is normal, 
but where the rectum is a mere fibrous cord or 
pouch with a partition between the rectum and 
anus the condition is frequently overlooked for 
some days. 


| 
f-~f- ------- Rectum with Fistula, 
Figure 4 
_ Sigmoié with Blind Ending. 
| 
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Hospital No. Sex Age 


Type or Class 


W.S-V 561 17 yrs. 
221 


W. S. 151671 
S. S. 153303 


E. S. 183432 


W. S. 136018 


W. S. 139899 


E.S. V 754 
p61 
E. S. 175003 


S Xxx 
p208 


W. S. 159358 


E. S. 159162 


W. S. 174404 


E. S. 210408 


E. S. 233746 


S. S. 173898 


F 


2 yrs. 


27 hrs. 


4 days 


4 days 


24 hrs. 


48 brs. 


12 hrs. 


4 days 


29 yrs. 


13 days 


III Recto-vaginal fistula. 
Imperforate anus. 


III Recto-vaginal fistula. 
Imperforate anus. 


III Recto-vesical fistula. 
Exstrophy of bladder. 
Epispadia. 

Imperforate anus. 


IV Imperforate anus. 
Sigmoid ends in con- 
junction with urethra. 


V Normal anus with 
presence of meconium 
stain. Stricture %” 
from anal opening 
would notadmit 
probe. Normal bowel 
above. 


V normal. 

Membrane-like partition 
between upper and 
lower rectum about 
1” from anal opening. 


II Malformation of large 
and small intestine. 
Bougie at operation 
passed out through 
anus. 


IV Imperforate anus. 
No rectum. 


IV Imperforate anus. 
No rectum. 


III Imperforate anus 
with anomalous open- 
ing just posterior to 


vagina. 
Fecal matter from va- 
gina. 


II Anus merely a puck- 
er. 

A small opening 
tween fourchette and 
pucker discharging 
meconium. 


III Imperforate anus. 
Recto-vaginal fistula. 


V Anus normal. 

Membrane-like partition 
between upper and 
lower rectum about 
1” from anal opening. 


Procedure 


Result 


anal sphincter pres- 


ent. Anus established. 
Plastic to close recto- 
vaginal fistula. 


“Plastic for repair of 
recto-vaginal cloaca.” 


Untreated. 


Inguinal colostomy es- 
tablished. 

Four weeks later this 
was closed. 

Two days after closure 
there was discharge 
of feces from urethra. 

Colostomy reopened. 
Died following day. 


Incision stricture. 
Tu Bowel sutured 
to skin. 

(Stricture assumed, 
rather than imperfo- 
rate rectum, because 
anal area was meco- 
nium stained.) 


Left inguinal colostomy. 
Aet. 24 hrs. 

Membrane-like structure 
in rectum incised, and 
rubber tube inserted, 
at aet. 1 year. 


Question if imperforate 
anus. 
Colostomy done. 


Perineal incision. No 
rectum found.  Sig- 
moidostomy done. 


Perineal incision. No 
rectum found. 

Median abdominal inci- 
sion. Sigmoid pushed 
down and sutured in 
cleft of buttocks. 


Anomalous opening en- 
larged. 


Opening dilated—a 
pseudo anus stretched 
with pair of artery 
forceps. 


Plastic. 


Perineal incision. Mem- 
brane-like structure 
in rectum incised and 
rubber tube inserted. 


Relief. 
Requires rectal bougies. 


Relief. 


No record. 


Dead. 

No anus. 

Sigmoid communicates 
with urethra. Nosug- 
gestion of anus or of 
rectum. 


On danger list. 

Left hospital against 
advice 19 days after 
operation. 

Moribund. 


Relieved. 


Dead in 2 weeks. 
(Just “petered out.”) 


Dead in 16 days. 


Relieved. 


Normal movements. 


Relieved. 


1 yr. after operation 


admits little finger. 
Works well. Sphinc- 
ter normal. 


| 
= 
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Hospital No. Sex Age 


Type or Class 


Procedure 


Result 


S. S. 175804 


XXXII 


154 


V 380 p34 


W. S. 140396 
W. 8S. 150401 


E. S. 244063 


E. S. 242872 


V 247 


V 263 


V 266 


V 264 


p261 


p264 


M 18 _ 
M 2% days 
M 36 hrs. 
M_ 3 days 
hrs. 
F 3 mos. 
F 1 day 
F 2 days 
M_ days 
M 2 days 
M_ 6 days 


IV Imperforate anus. 
No rectum. 


I Imperforate anus. 


normal. 

Membrane-like partition 
between upper and 
lower rectum about 
%” from anal open- 
ing. 


I Imperforate anus. 


IV Imperforate anus. 
No rectum. 


III Imperforate anus. 
Recto-vaginal fistula. 


IV Imperforate anus. 
No rectum. 


V normal. 

Membrane-like partition 
between upper and 
lower rectum about 
%” from anal open- 
ing. 


I Imperforate anus. 


III Imperforate anus. 


V Anus normal. 

Membrane-like partition 
between upper and 
lower rectum about 
1” from anal opening. 


3” perineal incision — 
carried upward to lev- 
el of top of sacrum. 
No rectum or bowel 
found. 

Colostomy done. Mixter 
tube. 


Perineal exploration re- 
ported “negative.” 
Colostomy done. Two 
weeks later an instru- 
ment was introduced 
into colostomy and 
was found to reach 
down to perineum. 
This was a simple 
imperforate anus. It 
was incised and bowel 
sutured to skin. Rub- 

ber tube inserted. 


Perineal incision. Mem- 
brane-like structure 
in rectum incised and 
rubber tube inserted. 


Stab incision. 


Perineal incision — no 
evidence of rectum 
found. Left inguinal 
colostomy done. 


Incision of anal mem- 
brane. 

Plastic to recto-vaginal 
fistula. 


Perineal exploration — 
no rectum found al- 
though “bowel” was 
seen. Colostomy done. 


Perineal incision and 
dilation. 
Perineal incision 


stabbed with trocar. 
No rectum found. 
Laparotomy showed 
bowel and rectum to 
be normal but an anal 
membrane present — 
this was pierced — 
cannula left in place. 


Perineal incision. Stab- 
bing with trocar— 
meconium noted. “Me- 
conium and _ urine 
from meatus and in- 
cision.” 


Exploration with trocar 
—dilated opening. 


Dead, 6 days after oper- 
ation. 


1 mo. after operation 
a final note states, 
“Bowels move reluc- 
tantly even after dila- 
tion of anal opening.” 


Cure. 

Cure. 

Dead, 6 days after oper- 
ation. 

Autopsy: Malformed 
oesophagus with tra- 
cheo-oesophageal _fis- 

Cure. 


Dead, 2 days after oper- 
ation. Autopsy showed 
congenitally mal- 
formed rectum, vagi- 
na, urethra. Intesti- 
nal obstruction and 
peritonitis. 


Dead, 3 days after oper- 
ation. - 


Dead, 10 weeks after 
operation — cause of 
death not clearly stat- 
ed—“inanition.” 


Dead, 6 days after oper- 
ation. “Lost ground.” 


Dead same day. “Failed 
—temperature 104.” 


| = 
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Type or Class Procedure Result 
V269 ps9 F 3 days I Imperforate anus. Dimple stabbed with Cure? 
trocar. No answer to follow-up 
letter. 
V272 pl35 F 2 days IV Imperforate anus. Trocarexploration Dead, 2 days after oper- 
No rectum. through perineum — ation. 
no result. Laparoto- 
my —sigmoid found 
to end in blind cord. 
Coiostomy. 
V 297 p69 F 2 days IV Imperforate anus. Perineal incision. Ex- Dead same day. 
No rectum. ploration with trocar. 
No rectum found. 
Colostomy done. 
V 240 p99 F 8 mos. III Imperforate anus. Plastic. Cured. 
Recto-vaginal fistula. Incision anal membrane. 
Vi54 p20s F 5 mos. III Imperforate anus. Incision anal membrane. Anus O. K. Fistula per- 
Recto-vaginal fistula. Plastic. sists. 
V 211 pss M 4 days I Imperforate anus. Incision anal membrane. Dead, 1 day after oper- 
ation. 
V 214 p64 M 4 days V Anus normal. Trocar exploration. Cure. 
Membrane-like partition 
between upper and 
lower rectum about 
1” from anal opening. 
E.S. 254611 M _ 12 hrs. IV Imperforate anus. Reported in detail in 


No rectum. 


this paper (below) 
together with one 
other case done with 
Dr. Lincoln Davis. 


Diagnosis is ordinarily very simple. A puck- 
er or smooth surface is found where there should 
be a normally formed anus. The catastrophe 
is apt to occur in that rare case where the anus 
is normal, but the rectum is a fibrous cord, ab- 
sent entirely, or ends in a blind pouch one-half 
to one inch above the anal opening. Where 
there is an absence of anus and rectum (Fig. 4) 
it is possible that the absent rectum may be 
overlooked in treating hastily the imperforate 
anus, by making a mere slit in the anal mem- 
brane without further exploration. 

Those patients with a normal anus but a 
blind anal pouch, Class V, seem to offer a 
stumbling block from the point of view of early 
diagnosis. The anus is normal. The doctor 
does not see and may not be informed regard- 
ing discharge of meconium for a question of 
days. In all the cases coming in this group 
(Class V), reviewed here, the rectum ended in 
a blind pouch about one inch or less from the 
anal opening. In each ease this condition could 
easily have been noted by routine palpation at 
time of the birth of the child, by inserting a 
small sound, catheter, or clinical thermometer. 

Embryology: According to Lewis and Stéhr* 
the gastro-intestinal canal arises as two out- 
growths from the yolk-sac, the fore-gut and the 
hind-gut,—_-Fig. 6. We are only concerned here 
with the development of the hind-gut. From 


the hind-gut a tubular ventral outgrowth, the 
allantois, develops. 


Posteriorly the intestine 


Allantois. 
Cloacal membrane 
MAN - 2.15 mm (after Hiss, from Lewis and Stdhr) 
and allantois unite and form the cloaca, which 


is closed to the exterior by the cloacal mem- 
brane—F igs. 7 and 8. 


Figure 7 
cece eee Small intestine 
Allantois ------+b Large intestine 


perincen 
PIG —- 12 mm (after Lewis and St8hr) 


Figure 8 


Vitelline duet within yolle Stomach 
stalk / 


Small intest 
~~--Large intest 


Allentots 
Vermifory process 


\ 
‘Urogenital sinus 
MAN - 17.8 mm (after Thyng from Lewis and St¥nr) 
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Toward the cloaca the posterior end of the 
intestine or the colon becomes the rectum, and 
near its termination it forms an elongated bul- 
bous enlargement, the bulbus analis, which bulb 
forms essentially the zona columnaris in the 
anal part of the rectum. The anus is produced 
after the cloaca has separated into dorsal and 
ventral portions,—Fig. 9. The ventral portion 


Figure 9 


MAN - about five months (from Lewis and St8hr) 


develops into the expanded bladder, whose out- 
let remains narrow, forming the urethra. The 
outlet of the rectum is the anus, closed by the 
anal membrane; this membrane ruptures in em- 
bryos measuring from 20-30 mm., except in 
eases of ordinary imperforate anus. The tis- 
sue which subdivides the cloaca reaches the sur- 
face and constitutes the perineum,—Fig. 9. 


From the posterior part of hind-gut the colon 
develops, and, in developing, is so bent as to 
form the ascending, tranverse, and descending 
portions, below which, as the sigmoid colon, it 
connects with the rectum. 


Etiology: The cause of the various anomalies 
of the anus and rectum is not known. Heredity 
does not seem to be a factor. One may theorize 
about the etiology and can even collect a few 
cases to substantiate his point of view, but after 
having considered specific infections, such as 
lues, and non-specific infections, pressure, bands, 
and torsion, he will then have to conclude that 
none explains even the majority of the cases, 
and will fall back to the theory of arrested or 
mal-development. 

This latter theory is after all not a difficult 
one to accept. A failure of perforation of the 
anal membrane is, of course, the obvious ex- 
planation for simple imperforate anus, and for 
those eases in which the perforation is incom- 
plete. The possibility of a persistent connec- 
tion between the bowel and the genito-urinary 
tract is also explained. It is more difficult to 
explain an absence of rectum by the theory of 
arrest in or mal-development, particularly in 
those eases which show normally developed 
genito-urinary organs unless we can visualize 
a recession of the colon after the partitioning 
between the intestine and allantois, dividing the 
cloaca into a dorsal rectum and a ventral uro- 
genital sinus,—Fig. 8 


Ser frequency: In ‘the thirty-three cases of 


anomalous development of the anus and rectum 
reported here, thirteen of the patients were 
girls, 39%, and twenty were boys, 61%. 


Symptoms and diagnosis: The early symp- ° 
toms of imperforate anus without a fistula are 
not remarkable except for the perfectly obvious 
lack of meconium. The late symptoms are in 
general those of intestinal obstruction: (1) 
vomiting; (2) distension of the abdomen; (3) 
and visible peristalsis. Where a fistula exists 
there is a meconium or fecal discharge from the 
genito-urinary tract or perineum; the toxie 
symptoms being delayed or absent. 

Diagnosis is never difficult. Every new-born 
baby should be examined routinely by some 
such simple expedient as mentioned above, in- 
serting a small sound, catheter, or clinica] ther- 
mometer. If a fistula is present, meconium or 
fecal material may discharge from either the 
vagina, in females, or from the urethra or blad- 
der, in males, and in some of these cases from 
the anus as well. 


Treatment: This usually consists of an in- 
cision through the imperforate anal membrane 
—in a great majority of cases this is adequate 
treatment of the simple cases of imperforate 
anus. Dilatation may be necessary from time 
to time. Where the imperforate anus is asso- 
ciated with a recto-vaginal, recto-vesical, or 
recto-urethral opening the plastic repair may 
wait if function is adequate, or if function can 
be made adequate by incision of the imperforate 
anus. Treatment in the last two classes—where 
there is an absence of the whole or a part of the 
rectum—offers the greatest difficulty. This 
treatment will be described below in the report | 
of two cases. 


Prognosis: On the basis of the 31 consecutive 
eases outlined there are, omitting the two cases 
reported below: 


Number 
of 
Class cases Relieved Untreated Dead 
5 3 60% 2 40% 
II 2 1 50% _-_ — 1 50% 
III 9 7 3% 1 11% 1 11% 
IV 8 8 100% 
Vv 7 4 57% 3 43% 


In those cases having a normal rectum with 
an imperforate anus (Class I), 60% were re- 
lieved and 40% died. It should be noted, how- 
ever, that one death, as shown by the record, 
was due to failure to recognize the true condi- 
tion of the patient, which resulted in a great 
deal of unnecessary operative procedure, prob- 
ably an important factor in the death, which 
followed 10 weeks after diagnosis of imperfor- 
ate anus. A second death is unexplained, ex- 
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cept that the imperforate anus was not relieved 
until the baby was 4 days old. 

Where there was a normal rectum and & 
partly formed anus (Class II), 50% were re- 
lieved and 50% died. The death, however, as 
shown by necropsy, was not due to the local 
condition, but was entirely due to the general 
malformation of the whole bowel and other vis- 
ceral abnormalities. 


Where there was a normal rectum but a fis- 
tula was present (Class III), 78% were re- 
lieved, 11% were untreated, and 11%. died. 
The death in this group is not explained and 
no necropsy was done—the report is that the 
child merely ‘‘lost ground and died”’ 6 days 
after a perineal incision and trocar exploration. 
From the operative notes one cannot tell 
whether a rectum was found or not. ‘‘Meco- 
nium and urine came from the meatus’’ after 
operation. This may have been an operative 
result. It seems to be more nearly an ‘‘ab- 
sence of rectum’’ type. 

In Class IV, imperforate anus and’ absence 
of rectum, the mortality has been 100% with 
the exception of the two cases reported below, 
which are not included in the statistics. 

Where there was a normal anus but a blind 
anal pouch (Class V), 57% were relieved and 
43% died. One of these reported dead was 
moribund on removal from hospital ‘‘against 
advice.’’ No follow-up record is available. One 
was brought to the hospital 6 days after birth 
and died the same day as the operation, with 
a temperature of 104°. One death was not ex- 
plained and no necropsy was performed. 

Interpreting these figures in the light of our 
present day surgical procedure it seems fair to 
assume that prognosis in Classes I, II, and III 
is approximately 100% for relief, if there are 
no other congenital abnormalities which would 
cause death in themselves, and if the condition 
is recognized at the time of birth of the child. 

Prognosis in those cases coming into Class 
IV, where there is congenital absence of the rec- 
tum, is extremely grave and is dependent on 
early, adequate, proper operative treatment. In 
the cases reported in the above series, each had 
some form of laparotomy or colostomy and each 
one died. In most cases the laparotomy was 
performed following a perineal exploration, fre- 
quently done with a trocar and cannula. No 
abdominal operation was done on the two cases 
reported below. One has been followed for 28 
months and is doing well. The other was re- 
ported as doing well 6 months after operation. 

Hospital number, E. S. 254611. 

Case I. February 15, 1923. Boy, 13 hours old. He 


was brought to the hospital with the diagnosis of 
“{mperforate anus.” Physical examination unimpor- 
tant, except locally. 

Locally: At the site of the normal anal opening 
there was no indication whatever of an anus and no 
bulge when the baby cried or when pressure was 
applied over the abdomen. Operation was decided 
upon. Anesthesia consisted of a few whiffs of ether. 


Operation: An incision was made in the perineum 
extending from the base of the scrotum to the coccyx. 
By blunt and sharp dissection the pelvic content was 
explored up to about the level of the promontory of 
the sacrum. No evidence of anus, sphincter, or rec- 
tum was made out. A piece of large bowel, probably 
lower sigmoid, or beginning of the rectum was iso- 
lated. The distal part of this bowel consisted of a 
pouch with a slightly tapering end which formed 
what seemed to be thick, dense connective tissue. 
The proximal end appeared to be continuous with the 
normal large bowel—probably sigmoid and descend- 
ing colon. By means of blunt dissection this bowel 
was freed up, pulled down, and the distal end incised, 
with the escape of a small amount of meconium. This 
bowel was then sutured to the skin at the site of the 
normal anal opening. A No. 22 (F) catheter was 
inserted about 3 inches into the opening of the bowel. 
The wound was sewed up tight about the opening. 
The patient was sent to the ward in good condition. 
He had an uneventful convalescence. Meconium was 
passed for three days, then fecal material. 

Discharged February 27, 1923. Mother was in- 
structed regarding the passing of a dilator. 

April 22, 1923. He was admitted for “abdominal 
distension”—which distension was easily reduced by 
the application of heat to the abdomen and an enema. 
The anal opening admitted a No. 20 (F) catheter 
without difficulty. The follow-up records indicate a 
normally developing child. He is still having rectal 
bougie passed to guard against closure of anus. Bow- 
els move one to two times daily without discomfort. 
Some time in the future a plastic operation of some 
type will probably have to be done in order to give 
adequate control of bowel movements. It is not 
likely that he has, or will develop, any sphincter con- 
trol, other than pressure control by buttocks. 


Case II. A boy, 24 hours old, patient of Dr. Keane 
of Milford, Mass. He was seen October 25, 1923, with 
Dr. Lincoln Davis of Boston. Physical examination 
unimportant, except locally. 

Locally: At the site of the normal anal opening 
there was no indication whatever of an anus or anal 
dimple, and there was no bulge when the baby cried 
or when pressure was applied over the abdomen. 
Immediate operation was decided upon. Anesthesia 
consisted of a few whiffs of ether. 

Operation: As in Case I, the baby was held in the 
prone position, buttocks slightly elevated, thighs 
flexed, hanging over the edge of the table. An in- 
cision was made, extending from the posterior edge 
of the scrotum to the coccyx. By blunt and sharp 
dissection the contents of the pelvis was explored 
up to about the level of the promontory of the sacrum. 
The peritoneal cavity was entered and a piece of 
large bowel, probably lower sigmoid or beginning of 
rectum, was isolated. By means of blunt dissection 
this bowel was freed up, pulled down, and the distal 
portion was incised, with the escape of a small 
amount of meconium. The bowel was then sutured 
to the skin at the site of the normal anal opening. 
A catheter was inserted into the bowel, and the skin 
about the opening was sewed up tight. 

November 27, 1923. This patient was seen at the 
Children’s Hospital, Boston, by Dr. W. E. Ladd; he 
was then five weeks old. The notation was made that 
he had done moderately well until two days before, 


when the abdomen became much distended. He had 


had no bowel movement for 24 hours prior to this 
admission. Admission diagnosis was “constricted 
anus.” Physical examination showed an anal open- 
ing, but no obvious connection with the rectum. The 
same day (November 27, 1923) Dr. Ladd operated 
under ether anesthesia. Operator’s note: “The anus 


was stretched—the rectum could be seen above with 
no obvious hole in it. During the operation the child 
voided urine, which contained what was apparently 
feces, indicating a probable small recto-vesical fistula. 
An opening was made in the rectum and this was 
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dilated, allowing the escape of a large amount of 
feces.” 

December 5, 1923. Child having good bowel move- 
ment. -There is a moderate-sized anal opening which 
should continue to be dilated. 

A note from the Milford Hospital, dated September 
24, 1925, states: “As far as Dr. Keane knows, the 
baby is still alive.” No other follow-up data available. 


It would seem that in this second case ade- 
quate care had not been given the child imme- 
diately following first operation, and that the 
opening made at this operation was allowed to 
close over and the bowel to retract. The records 
prior to the admission to Dr. Ladd’s service 
make no notation of anything to suggest recto- 
vesical fistula. It would seem that there was 
probably more rectum developed than was first 
noted and that there was a minute fistulous 
connection between this rectum and the bladder. 

Attention is particularly called to the method 
of treatment in these two cases—it was the per- 
ineal approach. A perineal operation had been 
done as long ago as 1787 (by Bell); it is not a 
very difficult procedure; and, it seems to sug- 


oe a logical approach in cases of absent rec- 
um. 


Trocar exploration of the pelvic content is 
unsurgical and dangerous. Laparotomy with 
or without the establishment of a colostomy is 
the procedure of last resort, having, as it does, 
a very high mortality rate. 

While it is recognized that this series rep- 
resents too few cases to warrant grouping by 
percentages and too few cases to warrant any 
hard and fast conclusion, yet they do represent 
accurately the types one may meet in practice. 

Conclusion: This review covers 31 consecu- 
tive cases, taken from the records of the Massa- 
chusetts General Hospital, Boston, of so-called 
**imperforate anus,’’ and groups these cases of 
mal-development of the terminal bowel and 
anus into five classes. In addition, two cases of 
congenital absence of the anus and the rectum 
are reported, and an adequate method for their 
surgical treatment is outlined. 
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THE INTERNIST AND THE OPHTHALMOSCOPE 
BY HARRIS A. HOUGHTON, M.D. 


Sratements from authoritative sources have 
appeared recently urging the use of the 
ophthalmoseope by internists for diagnostic 
purposes. They have interested me because I 
am thrown into constant contact with ophthal- 
mologists whose business it is to acquire facility 
in the use of that instrument, and as an ob- 
server of their work rather than as an actual 
user, it has become evident that there are often 
irregularities in the conclusions following fun- 
dus examinations, which have led me to believe 
that there are sharp limitations to more general 
use. The internist who is ambitious to acquire 
dexterity should be familiar with them before 
starting to learn. 

Theoretical reasons for recommending more 
general use of the ophthalmoscope are perfectly 
clear. There is a certain type of presenility, 
of common incidence, characterized by general- 
ized but not necessarily universal change in the 
small peripheral arteries leading eventually to 
diminishing organic blood supply and therefore 
to subfunction. We may conceive of this 
ubiquitous process in another fashion, e.g., by 
assuming that the toxie cause also poisons the 
cells of the organs affected and thereby adds 
to the embarrassment of the cells already limited 
in their function from undernutrition. These 
two distinct events may coexist. Clinically, 
the manifestations are measurable. There is a 
moderate nitrogen retention with lowered Van- 
Slyke coefficients. If the internist making the 
study is especially interested in disease of the 


kidneys, his mind usually rests at this point and 
he calls it ‘‘early Bright’s.’’ To this is some- 
times superadded and recognized if sought for, 
a moderately high blood sugar (up to 200 mgms, 
three hours after a meal) clearly indicating pan- 
ereatie strain. The basal metabolism apparatus 
vields a fairly low index, and I have no doubt 
that if special tests were to be developed to 


body, most would be found to give evidence of 
subfuncetion. 

An intoxication responsible for this kind of 
a picture may also spend its slowly acting but 
malignant force on some organs and leave 
others (in the early stages anyway) still 
healthy, or at least with functional capacity 
sufficient to carry on normal work without giv- 
ing signs of strain. Probably hereditary influ- 
ences play a part at this point.. In a 
it is quite certain that in many instances the 
kidneys bear the burden of the poisonous proc- 
ess and the resulting clinical condition takes on 
the appearance of kidney incapacity, possibly 
coupled with more or less high blood pressure. 
Under either or both conditions, the terminal 
arteries are eventually affected quite generally, 
and in ophthalmoscopy it has been the hope 
that proper observations would lead to early 
diagnosis, and eventual removal of the cause 
of the disorder. 

This appears to be a fair statement of those 
who recommend the use of the ophthalmoscope 


to internists and who by presumption use it 


measure the functions of other organs in the 
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themselves. As has been indicated, it has ap- 
peared to me that this position is entirely too 
broad. lUowever, I was willing to be convineed 
and for the purpose of obtaining the attitude 
of those best qualified to judge, i.e., ophthalmol- 
ogists of experience, I have asked nine of my 
friends, specializing in diseases of the eye, to 
answer the questions in extenso which are to 
be detailed later. No reason was assigned for 
making tlie inquiry. Lest it might be said that 
if all were chosen’ from the same institutional 
group, there might be a community of thought 
which would vitiate the results, I have gone to 
many outside of my own. ‘To guarantee the 
standing of those to whom the appeal was made, 
it might be said that Dr. D. is a_ professor 
of ophthalmology in one of our best metro- 
politan undergraduate schools. Dr. C. and 
Dr. G. are younger in experience but are 
engaged in postgraduate teaching and have 
been for some years in recognized institutions. 
Drs. B, E, F, and I have also for many years 
been engaged in postgraduate teaching and may 
be described as being in the veteran class. Dr. 
A has no institutional connection but is general 
ly recognized as a student of metabolic condi- 
tions in connection with diseases of the eye, and 
one worthy of his reputation. 

The references in recent medical literature 
referred to in the opening paragraph have 
failed to mention one limitation in the use of 
the ophthalmoscope which has appeared to me 
of maximum importance. [ refer to the use of 
a mydriatic. The failure to particularize leads 
immediately to the conclusion that internists 
generally do not dilate the pupil especially at 
the bedside in private practice. This view is 
justified also by personal observation. To cover 
this point, the first question was framed as fol. 
lows: 


First Question—Do you believe that evi- 
dence tending to support a diagnosis of 
systemic disease (i.e., of ‘‘albumenuric 
retinitis’’ for example) ean be secured by 
ophthalmoseopiec examination without dil- 
atation of the pupil? 


The opinion is all but unanimous that the 
use of a mydriatic is essential to a thorough ex- 
amination of the fundus. ‘‘No,’’ thunders Dr. 
H in one short word. Dr. I qualifies the same 
answer by adding ‘‘not properly nor complete- 
ly.’ Dr. E takes the same stand: ‘‘satisfac- 
tory ard thorough examination cannot be made 
without dilated pupils.’’ Drs. A and D are of 
the opinion that there are a few individuals 
who may be examined without dilatation be- 
cause “‘only such have pupils unusually large,’’ 
(Dr. A); ‘‘in only a very few instances, how- 
ever,’’ adds Dr. D in answering. ‘‘I always 
have to use a mydriatic to be sure.’’ Dr. A. 
also replies, ‘‘the pupils should be dilated to 
make the diagnosis at all positive, which, in a 


vast majority of cases, is very difficult under 
the best possible conditions,’’ thereby being in 
full accord with Dr. I as expressed in his an- 
swer to the second question. Of the four re 
maining Drs. B, C and G agree that ‘‘oceasion- 
ally an exceptional case can be satisfactorily 
examined without dilatation.’’ Perhaps all 
would have coneurred in the opinion of Dr. F: 
‘‘the eondition of the larger retinal arteries, 
i. @. those on or about the disk is determin- 
able without the use of a mydriatie provided 
the pupils are large enough to make the exam- 
ination. The condition of the smaller ones, i.e., 
those towards the periphery of the fundus, 
which show the earliest changes, is not deter- 
minable without the use of a mydriatic.’’ 


Question no. two made a direct appeal for 
an opinion on the subject at issue: 


The Second Question—Do you believe 
that an internist making perhaps twelve 
or fifteen examinations a week, can ac- 
quire in time sufficient facility in the use 
of the ophthalmoscope to determine the 
condition of the retinal vessels with fair 
accuracy? If not, how long will it take 
him to learn? 


The answers range all the way from ‘‘No,’’ 
(Dr. D) to, ‘‘depends entirely on the internist, 
for there is no reason why he should not ac- 
quire it in four to six weeks, if he applies him- 
self to the task diligently’? (Dr. F). ‘‘The 
internist making careful examinations of the 
fundus daily could acquire in a summer term 
a very excellent knowledge of the retinal ves- 
sels, much depending, of course, on the ability 
of the individual, his instructor, and his knowl- 
edge of general medicine, in which unfortu- 
nately most ophthalmologists have had little ex- 
perience’ (Dr. A). Drs. B and I so qualify 
their direct affirmative answers as to nullify 
them. ‘*Yes,’’ replies the former, ‘‘but puzzling 
cases will constantly come up.’’ ‘‘In time, yes,’’ 
affirms Dr. I. ‘‘ Anyone ean do it with sufficient 
practice and if properly taught.’’ Then Dr. I 
immediately proceeds to add: ‘‘The recognition 
and interpretation of angio-sclerotic changes 
in the retina are among the most difficult tasks 
in ophthalmology.’’ ‘‘‘A little knowledge is a 
dangerous thing’,’’ quotes Dr. E, who has had 
long experience in postgraduaie instruction. 
‘‘An intern in an eye hospital cannot be ex- 
pected to do it properly even at the close of his 
course, and interns in general hospitals often- 
times do not know which eye to use when look- 
ing through an ophthalmoscope. I have seen 
some internists and neurologists obviously in 
the same difficulty.’”’” Dr. C thinks that the 
question should be answered in the affirmative 
‘with proper, thorough instruction,’’ but al- 
though a postgraduate instructor in ophthal- 
moscopy, he does not venture to suggest a per- 
iod of time in which a reasonable efficiency 
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might be aequired. Dr. C also suggests that it 
will make a good deal of difference which kind 
of an ophthalmoscope is used. ‘‘The Giillstrand 
is the easiest for the uninitiated to use, but the 
money outlay is large. Another thing,’’ con- 
tinues Dr. C, ‘‘T haven’t heard of anybody 
squaring the ophthalmoscopic findings with 
pathologie findings on the same eye under the 
microscope with reference to the condition of 
the vessels. It might be well for someone qual- 
ified to look into that.’’ Five of the nine spec- 
ifically state that in any event proper instruc- 
tion is necessary to acqtire reasonable skill, and 
furthermore by inference that successful, self- 
instruction with charts is not possible, however 
helpful the latter may be in the class room. 
The next question was framed to bring out a 
point which materially affects this discussion, 
and requires a preliminary explanation. My 
own opinion had been formulated without un- 
due certitude. Occasionally, there appears in 
our institutional clinie a young patient who is 
turned over to the metabolic department for 
study with a diagnosis of fan-shaped hem- 
orrhage into the retina. By none of the tests 
which we use for the purpose—examinations of 
the urine, of the blood by chemical methods 
and of the arterial blood pressure*—can the 
slightest evidence of kidney insufficiency be dis- 
closed. A retinal hemorrhage of this type must 
be accounted for, and I have come to regard it 
as an evidence of regional sepsis. One such case 
raises the question as to whether retinal hem- 
orrhage is in reality always a sequence to 
Bright’s disease and high blood pressure or 
secondary to angio-sclerotic changes in the 
terminal arteries. The contra is admittedly 
true, viz., that high blood pressure and ad- 
vanced Bright’s may exist without retinal 
changes. How many patients, then, upon ex- 
amination of the fundus will yield positive evi- 
dence of a coexisting generalized terminal ar 
terio-sclerosis? An exact answer cannot be 
given, but apparently there is a wide margin, 
a large group of patients in whom the study of 
the fundus will yield results—negative or pos- 
itive—which will be positively misleading. 


The Third Question—Do you believe 
that the condition of the retinal vessels is 
an index of the general condition of the 
peripheral vessels, or vice versa? 


Drs. A, B and C are admittedly among their 
confreres students of eye pathology and are con- 
stantly using the microscope. Drs. A and B 
have had considerable experience in general 
practice prior to specialization in ophthalmolo- 
gy. Dr. A answers the question as follows: 
‘*Not necessarily so. In advanced cases of ret- 
inal disease, the arteries are usually affected 
generally, but there are many exceptions. Like- 
wise, the reverse is not necessarily true. Simi- 


*The phenosulphophthalein test has long since been discarded 
in my clinic. 


lar conditions are occasionally found in disease 
of the blood vessels and post-nasal involve- 
ment.’’ Dr. B answers the question by saying, 
**yes, except in cases of purely local disease’’ . 
(italicized for emphasis). Again, Dr. C: ‘‘they 
give us a good hint when present that further 
general examinations may disclose arterial 
change, but general arterio-sclerosis and in- 
creased blood pressure are not always manifest 
in the fundus.’’ Other answers were not as pre- 
cise. Dr. H gives an unqualified ‘‘yes’’ as his 
reply. Dr. E. answers: ‘‘not definitely. You 
may get some hints if you are experienced by 
many years of practice.’’ ‘‘I do,’’ says Dr. I’, 
‘‘especially the arteries.’’ Drs. G and I bring 
up the question as to a possible relationship 
which may exist between retinal arterial dis- 
ease and arterio-sclerosis of the cerebral vessels, 
and both agree that either one often does exist 
without the presence of the other. 


Several points are involved in the fourth 
question, and the answers become more involved. 


The Fourth Question—Classify retinitis 
as to causes. For instance, if a certain type 
of retinitis is found in diabetes, are you 
satisfied that the diabetes causes it, or does 
it come from some other condition which 
coexists? Is there a characteristic diabetic 
retinitis which is not found in non-diabe- 
ties? 


Dr. G says that there is no retinitis charac- 
teristic of diabetes and he does not believe that 
diabetes alone can cause retinitis, as in young 
diabetics, the condition is apparently not found. 
‘*A selerosis of the vessels is probably the cause 
of whatever changes there are in the retina 
of diabeties.’’ ‘‘In the retinitis of diabetes,’’ 
says Dr. A whose answers have all been illumi- 
nating, ‘‘the picture is oftentimes suspicious 
but may be due to albuminuria or some other 
cause, particularly if high blood pressure is 
present. I believe that there is no positive 
retinal picture of diabetes.’’ Dr. I is of a simi- 
lar opinion: ‘‘It is very doubtful whether there 
is a characteristic diabetie retinitis; they are all 
angio-pathic.’’ On the other hand, Dr. B states 
that there is a characteristic diabetic retinitis 
which appears late in the disease and is of no 
value in establishing a diagnosis. ‘‘True retin- 
itis is always toxic.’’ And Dr. C claims that 
there is a ‘‘retinitis in some diabetics which ap- 
pears to be characteristic of the disease, but the 
ophthalmologist would not dream of making a 
diagnosis on such evidenee.’’ Dr. E sweeps 
through with this: ‘‘there is a characteristic 
picture of every type of retinitis,’’ and Dr. D: 
‘‘ves, a certain type of retinitis is found in dia- 
betes alone, but in almost every case the retinal 
arteries are sclerosed and in addition to the 
round diabetic hemorrhages, we see the flame- 
like hemorrhages as in nephritis and arterial 
degeneration.’’ Dr. H also thinks that there 
is a characteristic diabetic ‘retinitis, and that 
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retinitis is always secondary. ‘‘The cause of 
retinitis is ‘‘‘Three T-S’’’ (meaning thereby 
pus in the tonsils, teeth and sinuses) plus other 
focal infections. His language leads to a direct 
inference that even in the presence of other 
systemic troubles, the focal infections of the 
head are the sine qua non. ‘‘As to retinitis 
diabetica,’’ says Dr. F, ‘‘the typical ophthalmol- 
ogical picture can be said to be due to diabetes 
as long as the underlying lesion consists of fat- 
ty degeneration and hemorrhages only. When 
signs of real inflammation of the retina are 
present, a complicating nephritis is usually the 
cause and not the diabetes.’’ 


The Fifth Question—Is there a charac- 
teristic retinitis of high blood pressure or 
of kidney insufficiency which is not found 
in the absence of those conditions? If so, 
what percentage is unilateral ? 


Dr. E answers this question with a terse 
‘‘NO,’’ emphasized. Dr. B states that ‘‘the 
star in the macula is quite characteristic but 
many other forms are found.’’ Dr. I: ‘‘there 
is no retinitis caused by high blood pressure 
but the angiopathie changes and the so-called 
retinitis accompanying chronic interstitial neph- 
ritis are always associated with high blood pres- 
sure. Although the retinitis may be recent, the 
nephritis is always old.’’ In other words there 
is a long period prior to the onset of retinitis 
during which the nephritis is active and getting 
old. Keeping in mind the facet that he has 
studied metabolism in connection with eye dis- 
ease, Dr. A says: ‘‘albuminurie retinitis is the 
one which gives the most definite picture. Ret- 
initis of any kind always makes one suspect 
high blood pressure, particularly if it is hem- 
orrhagie, but similar conditions are found in 
diseases of the blood vessels and in post-nasal 
involvement. The typical picture of albumin- 
uric retinitis, with its lines of exudation radi- 
ating from the macula, is not found, to my 
knowledge, in other diseases.’’ Drs. D and H 
agree that there is a picture ‘‘characteristie of 
high blood pressure and arterio-sclerosis.’’ Dr. 
F believes that the term ‘‘retinitis’’ is a mis- 
nomer. ‘‘The picture may be seen in arterio- 
sclerosis without high blood pressure, if such 
a combination exists.* There is a retinitis 
fairly characteristic of kidney insufficiency, 
but not absolutely pathognomonie of it, and it 
may be found in the absence of kidney insuf- 
ficiency.’’ ‘‘If the cause of the high blood 
pressure,’’ says Dr. G, ‘‘has lasted long enough 
to produce sclerosis of the retinal vessels, there 
is a characteristic picture. Otherwise, not.’’ 

It appears that we are now in a fairly good 
position to appraise the value of the ophthal- 
moscope to the internist. In the first place, 


*This combination is of course frequently encountered if the 
word “arterio-sclerosis’ is used in its broadest sense. 


the internist who habitually uses the ophthal- 
moscope at bedside consultations without using 
a mydriatic is, well—comparable to his twin, 
the internist who makes a diagnosis of presys- 
tolie apeceal murmur through two red flannel 
shirts, a sweater and a vest. The conclusions 
resulting therefrom will be dubious. 


With reference to the second point: it ap- 
pears that the internist who desires to make of 
himself a facile ophthalmoscopist should be pre- 
pared to submit himself to competent instruc- 
tion for some months .during which time he 
should apply himself with suitable diligence 
and at some institution where a variety of 
patients in quantity are available for inspec- 
tion. At the econelusion of that time, he will 
have been sufficiently instructed so that he can 
recognize the more obvious and later forms of 
arterial degeneration in the retina. If this is 
followed for some years by regular and con- 
stant practice, he may in a few years learn to 
recognize the earlier changes which occur in 
the finer arteries of the fundus, and which may 
or may not be indicative of an early, gener- 
alized, terminal, arterial degeneration. 

The value of the ophthalmoscope to the in- 
ternist in diagnosticating diabetes is nil. There 
is no commonly accepted retinal picture which 
a majority agrees is characteristic of it. <A 
retinitis which occurs during the progress of a 
diabetes probably does not depend on the dia- 
betes but on coexisting conditions. 

Assuming a correct inspection and interpre- 
tation in conditions affecting the terminal ar- 
teries of the fundus, there is a wide latitude 
wherein application of that picture to the sys- 
temie arteries will lead to gross error. A clean 
fundus does not always signify a normal blood 
pressure, normal kidneys, or normal terminal 
arteries generally. On the contrary, disease 
of the vessel walls in the retina does not neec- 
essarily indicate diseased kidneys, high blood 
pressure, or disease of the system terminal ar- 
teries. It is even more certain that the condi- 
tion of the cerebral vessels can be ascertained by 
no such method of analogy. It is also fairly 
certain that occasionally a retinal hemorrhage 
may occur as the result of post-nasal sepsis, and 
that this raises the question as to whether this 
etiology is not more prevalent as a cause of 
retinal hemorrhage than is now suspected, even 
in the coexistence of frank kidney disease. 

There are a few internists who are free from 
economic urge as an incentive to excellence. 
This few might without strain fulfill the condi- 
tions which have been laid down as necessary 
for acquiring facility with the ophthalmoscope. 
Even to them the question might with propri- 
ety be raised as to whether time spent in ac- 
quiring proficiency in the use of the ophthalmo- 
scope might not be better spent—the question 
of diagnostics alone considered—in acquiring 
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more useful knowledge in their own particular 
field, whether there might not be more comfort 
to his patients and less confusion to his own 
mental processes. It is best nowadays to think 


in terms of function and not in terms of path- 
ology, neither of which really means much un- 
less accompanied by clear conceptions of ulti- 
mate etiology which form the basis for treatment. 


THE TRAIL OF A TYPHOID CARRIER 


FRANCIS GEO. 


In the latter part of May, 1926, the attention 
of the Newton Health Department was directed 
to what turned out to be a small but very fatal 
outbreak of typhoid fever which was confined 
practically to the members of a single family. 

The outbreak was subsequently shown to be 
due to a earrier and is of interest because of 
the ages of the victims and the virulence of the 
infection. 

On May 10, 1926, three little Italian girls, 
aged respectively 34, 7 and 9 years, were ad- 
mitted simultaneously to the Newton Hospital. 
The two elder girls were sisters and the young- 
est was a member of a family living in the same 
block, a friend and playmate of the other two. 

The children were seriously ill on admission 
and the history showed that they had all been 
ill for a week, the chief symptoms being fever 
and a slight diarrhoea with prostration and 
mental hebetude. 

The youngest child died within a few hours 
of admission. The autopsy showed congestion 
of the mucous surface of the large intestine 
and marked enlargement of the mesenteric 
glands, notably near the ileo-caecal junction. 
Live typhoid bacilli were found in these glands 
and in the blood from the cavity of the heart. 

When the above facts were learned the rec- 
ord of the family was looked up and the fol- 
lowing typhoid history found: 

In 1919, a girl in the family, aged 9 years, 
had typhoid and recovered. In November, 1921, 
the mother, aged 26 years, was sent to the hos- 
pital with typhoid and was discharged on De- 
cember 31, 1921. There is no record of the ex- 
amination of her urine and feces and it is prob 
able that none was made. 

In March, 1922, a young man, aged 18 years, 
a member of the same family, had typhoid and 
recovered. 

From that date until April, 1926, no cases 
can be definitely traced to the carrier, although 
there are two cases for which she is probably 
responsible. One, which oceurred in October, 
1924, was in an Italian woman, who vehemently 
denies any acquaintance with the carrier, but 
as, at the time the investigation was made, there 
was much excitement and apprehension among 
the people in that vicinity as to what might be 
done with those who might be shown to have 
been in contact with the carrier, it may have 
been that the woman was afraid to acknowledge 
any acquaintance 
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This probability is increased by the definite 
statement of her physician that she was very 
intimate with the carrier at the time the illness 
occurred. 

The second case oceurred in October, 1925, 
the patient being a young man working in the 
neighborhood. Very little ean be found about 
this case beyond the fact that he was ill for a 
couple of days and then went away. He ° 
said to have had typhoid fever and recovered. 
He was acquainted with the family of the car- 
rier but no direct contact can be shown. 

Shortly after the admission of the three chil- 
dren to the Newton Hospital, it was learned 
that early in April, 1926, a third sister, aged 
214 years, was admitted to a hospital in a neigh- 
boring municipality. The child was moribund 
on admission and died shortly after, the death 
certificate reading ‘‘Intestinal influenza and 
lobar pneumonia.’’ No autopsy was made. 

On May 17, the second child, aged 7%, died 
at the Newton Hospital, and on June 4 the 
third child, making the fourth death in the 
series. 

Meanwhile, specimens of the urine and feces 
of the mother and elder daughter were ob- 
tained and typhoid bacilli found in the feces 
of the former. ; 

The epidemiological history of the carrier 
extends from her discharge from the hospital on 
December 31, 1921, to the present time, during 
which period she has presumably infected five 
persons and possibly two others. 

No other cases can be traced to her, although 
her history has been very carefully followed. 

Before her marriage she lived in a neighbor- 
ing city and since her marriage has been a fre- 
quent visitor to her relatives there. 

Through the courtesy of the Health Depart- 
ment of that city, a careful search of its 
typhoid records has been made but no cases 
have been found in that family or in any con- 
nected therewith. 

If the two doubtful cases in 1924 and 1925 
are omitted, it seems that the carrier was 
quiescent from the spring of 1922 to the spring 
of 1926. 

It has been impossible to trace the source of 
her infection. It is not probable that she was 
infected by her daughter who had typhoid in 
May, 1919. Her husband is said to have had 
‘*Tnfluenza’’ in January, 1919, which may have 
been a missed ease of typhoid, and while it is 


= 


UMBILICUS AS ABDOMINAL LANDMARK—MEAKER, HSIEH _ Boston M.&S. Jou 


rnal 
July 1, 1926 


possible that he may have been the cause of the 
daughter’s typhoid in May, it is improbable 
that either he or the daughter was the cause of 
the mother’s typhoid in November, 1921. 

No cases of typhoid can be found among her 
family in the other city previous to 1921 by 
which she could have been infected and the 
same is true of Newton. 

The virulence of the infection in the 1926 
cases is marked, all of them being seriously ill 
within a week of the onset and three of them 
dying within two weeks. 

The fourth case, which did not die until the 
fourth week, was profoundly ill during the 
whole course of the disease. For twelve days 
after her admission her temperature never fell 
below 104° F., ranging between that and 106°; 
during the third week there were three remis- 
sions, the lowest being 99.5°, and during the 
last week it was irregular, but as a rule rang- 
ing above 103°. 

The ages of the children are noticeable, none 
of them being over 9 years and two of them 
under 4. 

It is, of course, true that typhoid occurs in 
children, but it is rare. Osler states that the 
records of the London Fever Hospital show 
that of nearly 20,000 cases of typhoid, 16.4% 
were under 10 years of age. 

One reason for the comparatively low mor- 
bidity rate in children may possibly be found 
in the fact that, as a rule, they are less apt to 
go about and eat in strange places and so es- 
cape infection by that means, but when infec- 
tion occurs at home, as it did in this case, they 
are as susceptible as adults. 

It is difficult to know what to do with a car- 
rier of this sort. In the present instance, as 
the woman is a housewife, it is hard to prevent 
her from handling food. Her immediate family 
is probably safe, as the surviving members are 
immune and the woman has been warned of her 
condition and instructed as to taking precau- 


tions, which she will probably carry out for the 
present. 

The other persons living in the block are in 
process of immunization and while this will pro- 
teet them, it will not care for neweomers nor 
for the easual visitor who may eat with the 
family. 

Apparently nothing can be done to cure the 
condition; that is, nothing that promises a fair 
ehanee of success. Removal of the gall bladder 
may cure her, but she refuses to submit to oper- 
ation and cannot be compelled to do so. 

The important question is, What can be done 
to protect the public? Very little beyond 
warning the carrier of the danger and trusting 
to the directions being carried out. 

Ineareeration is hardly practicable, although 
the woman is undoubtedly ‘‘a cause of sick; 
ness’’ at present and will be until such time as 
her feces can be shown to be free from bacilli, 
and it is possible that she could be incarcerated 
until that time. After she has been shown to 
be free from bacilli, she could no longer be held 
but must be released, with the odds in favor of 
another outbreak, whenever the bacilli reappear. 

Also, as she would know that she was free 
from danger at the time of her discharge, she 
would probably be less careful than she is at 
present when she knows that she is dangerous. 

The course which offers the best chance of 
suecess is to warn the carrier of his danger to 
others, and give directions as to the precautions 
to be taken and then by periodic domiciliary 
visits show that the case has not been forgotten. 

The position of a health department when it 
gets a typhoid earrier is much like that of the 
Chinaman who caught the Tatar—it can’t hold 
him and it doesn’t dare to let him go. 

I am indebted to the Waltham Health De- 
partment and the medical staff of the Newton 
Hospital for their co-operation in the investi- 


\gation of this case. 


THE UMBILICUS AS AN ABDOMINAL LANDMARK 


BY SAMUEL R. MEAKER, M.D., AND 


LIKE an ‘‘island in an uncharted sea’’, the 
umbilicus is a natural point of location for other 
things in its general neighborhood. The fundus 
of the uterus in obstetrics and various abdom- 
inal signs and symptoms in medicine and sur- 
gery are often assigned a position relative to 
this point. : 

The standard text-books of anatomy content 
themselves with the statement that the umbili- 
cus lies midway between the symphysis pubis 
and the tip of the ensiform cartilage, opposite 
the intervertebral disk between the third and 
fourth lumbar vertebrae. 

Casual observations made several years ago 
raised some doubt about the accuracy of any 
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such general statement. This doubt was 
strengthened by reflection upon the manner in 
which the umbilicus develops. It seemed un- 
likely that a process which is essentially one of 
puckering should always end by focusing down 
upon the same fixed point. 

With the idea of obtaining more definite in- 
formation, careful abdominal measurements 
were made upon one hundred women in whom 
the normal proportions were not disturbed by 
obesity, weakened muscles, or pregnancy. 

As a preliminary, the height and weight were 
recorded. Then two abdominal measurements 
were taken during quiet respiration: (a) the 
distance from the top of the symphysis to the 
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tip of the ensiform; and (b) the distance from TABLE 
the top of the symphysis to the center of the] pistance trom symphysis 
umbilicus. Finally the proportion of (b) to] to center of umbilicus, 
(a) was calculated, figure expres- 
sing the distance of the umbilicus above the se sr 
symphysis relative to the whole distance from 
symphysis to ensiform. yo ~ 1 
The results set forth in the accompanying 
table show that the umbilicus may be located 42 es 
anywhere between two-fifths and three-fifths of i 3 
the distance from symphysis to ensiform. That o 2 
is to say, there is a possible variation amount- 16 : 
ing to one-fifth of that total distance, or nearly ae eo 2 
three inches. 48 ci 
Clearly, therefore, the umbilicus bears a var- 6 
iable relation to skeletal structures and to or- 51 7 
gans, and so eannot be considered as a fixed 52 10 
landmark. 53 6 
As a corollary to these observations it was = ~ 4 
noted that the total distance from symphysis to 56 P 
ensiform varies from .16 to .25, and averages 4 
.206, of the height of the individual. With due 58 
regard to the different types of pelvis and of 59 ~ 
thorax, this fact might be made the basis of ad . 
further anthropometric stndy. 100 
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DR. GUILLOTIN AND HIS MACHINE 


BY WM. PEARCE COUES, M.D., F.A.C.S. 


Many illustrious physicians have been chiefly 
known to posterity from the diseases which have 
been named after them, but none have had such 
an unenviable notoriety as Dr. Guillotin, from 
having his name become synonomous with the 
terrible engine of death which bore it, and 
which in the popular mind was his invention. 
As a matter of fact this supposedly new and 
rapid method of execution was in no sense his 
invention, but an adaptation from similar ma 
ehines used long before. 

In Lenotres ‘‘La Guillotine et les Executeurs 
des Arrets Criminel Pendant La Revolution,’’ 
(Paris, 1906,) the former history of this sin- 
ister engine of destruction is told with that 
interest and attention to accuracy of detail for 
which this famous historian is so noted. 

Dr. Guillotin, we are told, was a philanthrop- 
ie and modest physician, ‘‘whose talents placed 
him in publie opinion in the first rank of phys- 
icians, through his high scientific attainments 
and his modesty.’’ 

He was born at Saintes in the year 1736, and 
after showing marked ability as a student, he 
entered the -Novitiate of the Jesuits. He 
taught for some time at the Jesuit College at 
Bordeaux, but his wish for more freedom caused 
him to leave the Order, and he journeyed to 
Paris, that he might study medicine there, a 


profession for which he had a strong inclina- 
tion, 

Lenotre tells us that it did not seem as if he 
suffered unduly from the connection of his name 
with the instrument which was responsible for 
the countless decapitations of the Revolution, 
and that he went through this terrible period 
without mixing with the strife of the different 
parties. He died in 1814, after the return of 
the Bourbons, but we are told received no hon- 
ors from the Imperial Government, as his ideas 
as to life, liberty, and the pursuit of happiness 
were well known, and he did not hesitate to 
speak his mind concerning the Emperor. 

‘‘The tenth of October 1789 Dr. Guillotin 
deputy of Paris read to the Constituant As- 
sembly a proposition in six articles to the ef- 
fect that infamous conduct on the part of a 
eriminal should not reflect on his family, that 
confiscation of goods (of the condemned) could 
not be ordered, and that all criminals should 
be treated the same, irrespective of rank, and 
that sentence of death should be carried out by 
decapitation.’’ 

He told the Assembly that, ‘‘with my ma- 
chine I can severe your head in the twinkling 
of an eye, and you will not suffer.’’ At which 
the Assembly began to laugh. On the third of 
May 1791 the Assembly voted that ‘‘ All con- 
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demned to death should be decapitated.’’ 
‘‘Sneezing into the sack’’ as it was called thus 
became the lawful method of execution. 

It seems strange that the eulogy of Dr. Guil- 
lotin was pronounced by Dr. Bourru, which 
name is so nearly the 'rench word for execu- 
titioner. Lenotre says that the latter ‘‘slid over 
discreetly the unfortunate celebrity which had 
come to Dr. Guillotin on account of his inven- 
tion.”’ 


An account of the origin of the guillotine 
gives China the dubious honor of its inven- 
tion, why Lenotre says, he does not know. An 
Italian engraving of Achille Boechi of 1555 is 
given by our author as the first picture to give 
Guillotin his idea, but old German engravings 
of Perrez, d’Aldegrever and Lucas Crannach 
also gave him ideas on the subject. Guillotin’s 
whole idea in evolving his machine was to make 
death as sudden and painless as possible by his 
invention, sparing the horrors of execution by 
the sword and by other methods. There was 
no reason to go far away to seek a model for 
his engine of death Lenotre says, for Dr. Louis 
of Metz, perpetual secretary of the Academy of 
Surgery, shows clearly that a similar machine 
to that of Guillotin’s was in use in England in 
the 18th century, and had even functioned in 
certain other countries before 1790. Moreover 
he says that decapitation by similar machine 
has been proved to have been used in France 
before the Roman Conquest. ‘‘There was found 
at Lime in the Canton of Sains near the road 
from Guise to Verviers a large machine of silex 
weighing about 100 kilograms, that antiquar- 
jans recognized as a ‘trachetete gaulois,’ a guil- 
lotin of the stone age. Experiments were made 
with this engine which were conclusive as to 
its efficiency. Sheep’s heads were severed with 
the greatest efficiency and dispatch.’’ 

Of the bravery of those about to suffer death 
during the Revolution by this old new instru- 
ment, many tales are told. 

One of the most moving of these concerns an 
aristocrat of the ‘‘ancien regime’’ brought to 
the dread Place for execution. He mounted 
the steps to the platform with a firm tread, and 
before submitting to the tying of his hands 
behind his back, took from hjs pocket a flask of 
brandy. Turning to the executioner he calmly 
offered him his flask, saying, ‘‘Take some 
brandy, Mr. Executioner, it must require cour- 
age for a man to do the work you have to do.’’ 

Dr. Louis wrote a detailed report, concern- 
ing the anatomic considerations to be consid- 
ered in fashioning such an instrument as was 
finally used and it is of interest that for a time 
the machine was ealled ‘‘la Louisette’’ instead 
of ‘‘la Guillotine’. Estimates of the cost of 
the machine were given by a skilled carpenter 
employed to make the furniture for the law 
courts, and he reported that such a machine 


could not be made under 5,600 franes. Work- 
men were found, however, who agreed to make 
the model for a much more reasonable figure, 
with the understanding that their names should 
not be known in connection with this work.’’ 

The first execution by this method was held 
on April 22nd 1792, a robberman being the 
first of that long train of unfortunates, inno- 
cents and guilty alike, who climbed the steps 
to be received by this all devouring monster of 
the Republic. 


TYPHOID FROM RAW CLAMS 


On April 12th, 1926, a father, mother, and 
one echnid aged 10, of a Connecticut family be- 
eome ill. On April 14th, three other children 
aged 4, 6 and 9 respectively, became ill. On 
April 15, another child aged 8 became ill and 
on April 27th still another aged 5. In a study 
of the outbreak, the results of laboratory exam- 
inations were found to be positive for typhoid 
fever, and it was concluded that all eight mem- 
bers of the family who had become ill were 
victims of this disease. 

In searching for the source of infection it 
was found that about two weeks prior to the 
onset of illness the family received a gift of 
clams that had been dug not far from the mouth 
of a large sewer. Careful inquiry brought the 
information that the members of the family who 
became ill had eaten raw clams while those who 
escaped did not eat the raw clams. It appears 
that a grandmother living with the family and 
two children escaped the initial | infection 
though one of these two children became ill 
about two weeks later probably from associa- 
tion or contact with those already ill. Of these 
eight members of one family who suffered from 
typhoid fever one died of a complicating pneu- 
monia and the other seven recovered. If these 
eases of illness are due to eating clams from 
polluted waters, as appears likely from the evi- 
dence in the case, the gift of clams was a very 
costly present to the family who had received 
them. 

It should be noted that these clams were 
dug from a highly polluted area not approved 


by the health authorities as an area for digging 
shellfish. 


SMALLPOX AGAIN 


Smallpox has returned to Connecticut after 
a year’s absence. A case was reported last week 
from Stamford, the patient coming from Savan- 
nah, Georgia. The patient was exposed to 


smallpox in Savannah but was allowed to leave 
before the maximum incubation period had ex- 
pired. A few days after arrival in Stamford 


the man became ill with smallpox Connecticut 
Health Bulletin. 
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CASE 12261 
ALCOHOLISM; DEATH; CAUSE? 
MeEpiIcaAL DEPARTMENT 


A married American woman of fifty entered 
December 25. The chief complaints were ir- 
rationality and weakness. The history was 
given by her husband, who was ‘‘not drunk, but 
had drink taken’’. 

The family and past history were not ob. 
tained except that for thirty years, ever since 
her marriage, she and her husband had both 
drunk all the whiskey they wanted. She had 
probably averaged six glasses a day. She had 
had one or two misearriages (?). Her husband 
had gonorrhea once or twice in youth and ‘‘soft 
chancre’’ at eighteen. He was not sure whether 
he had had syphilis also. 

She was perfectly well until six years before 
admission, when she had a pregnancy incarcer- 
ated in the hollow of the sacrum necessitating 
an abdominal abortion, either hysterectomy or 
ventral suspension. A year later her ovaries 
were removed. After this she never was strong, 
but was able to work until three years before 
admission. Then she had a ‘‘nervous break- 
down’’; no irrationality, but simply extreme 
nervousness. Since that time she and her hus- 
band had lived in a summer ‘‘camp’’ in Revere. 
She recovered sufficiently to run a ‘‘stand’’ on 
the beach. Her husband manufactured whiskey. 
When the ‘‘season’’ ended this autumn she re- 
tired into her house and had been able to do 
practically nothing since that time on account 
of weakness in her legs and general debility. 
Her appetite had fallen off steadily until for 
the past three months she had eaten nothing 
except perhaps a bite in the afternoon and 
whiskey p.r.n. For the past month she had 
taken no food or other nourishment; nothing 
but whiskey. For the past few weeks she had 
seemed weaker and more lethargic. Although 
she had been a little queer since spring she had 
been able to keep her accounts straight until 
the past two days. Christmas morning she was 
unable to walk even with assistance. Her hus- 
band then began to suspect that something 
might be wrong, and looking at her perceived 
that she was emaciated and her skin was very dry 
and scaly. She also seemed to be confused and 


clouded mentally. She had marked dysphagia. 
No polyuria was noticed. Polydipsia was con- 
fined to whiskey. 

Examination showed a poorly nourished 
woman with flushed face, watery eyes, muddy 
selerae and slightly aleoholic breath, coughing 
dryly from time to time. The skin and mucous 
membranes were of fair color. The teeth were 
poor. There was slight pyorrhea. The throat 
was injected. The tonsils were enlarged. The 
tongue was red and coated. The heart was 
slightly enlarged to the left. The apex impulse 
was in the fifth space, the left border of dull. 
ness 9 em. to the left, 1 em. outside the mid- 
elavicular line. The pulses and arteries were 
normal. The blood pressure was 115/70 to 
110/48. The abdomen was held rigid. Palpa- 
tion was unsatisfactory. The liver edge was 
questionable three fingerbreadths below the cos- 
tal margin. Generalized and costovertebral ten- 
derness. Resistance in the epigastrium. (Ex- 
amination January 2 in a hot bath showed no 
hepatie or splenic enlargement and no masses 
in the abdomen.) There were prominent veins 
over the abdomen. Pelvic examination showed 
lacerated cervix. Rectal examination showed 
hemorrhoids. The extremities showed some- 
what diminished sensation to touch. Pain sen- 
sation was normal. There was marked wasting. 
The knee-jerks and ankle-jerks were not ob- 
tained. 


The temperature was 100° to 103.2° for the 
first two days, then normal until the last three, 
when it was 100.3-104.3°. The pulse was 100 to 
148. The respirations were 25 to 48. The 
urine was normal in amount, cloudy at two of 
four examinations, specific gravity 1.022 to 
1.010, a very slight trace to the slightest pos- 
sible trace of albumin twice, sugar 2.2 per cent. 
at entrance, Benedict’s test yellow at three 
later examinations, negative at five. Blood 
sugar 470+- December 28, too low to read De- 
ecember 31, 178 January 4. Urine at no time 
showed acetone or diacetic acid. Sediment 
showed 10-50 leucocytes per high power field at 
all of three examinations. Blood normal ex- 
cept for reduced number of platelets. Wasser- 
mann negative. Stools negative. 

An attempt to make an X-ray examination 
with a barium enema failed because the patient 
eould not retain the barium. Examination after 
a barium meal was made in the recumbent pos- 
ition only; as far as could be determined from 
such an examination there was no evidence of 
organic disease of the stomach or duodenum. 
In twenty-four hours the barium had reached 
the rectum. The remaining portions of the 
barium were throughout the colon, which ap- 
peared smooth; no haustration. ‘‘The findings 


are somewhat suggestive of colitis.’’ 

The patient was put on frequent urinary 
tests and such orders for insulin as would be 
given for fairly severe diabetes. 
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After admission the patient became mentally 
clouded, then delirious, and developed the 
hallucinations of delirium tremens. After the 
X-ray studies she had diarrhea and gas. The 
morning of January 3, after having had thirty- 
five units of insulin in the course of the night, 
she went into mild coma, relieved by the use of 
adrenalin and orange juice. An attempt was 
made to check the diarrhea with paregoric. The 
following night the temperature rose and the 
respirations increased. The bases of both lungs 
showed slight dullness and slightly diminished 
breath sounds. That evening the temperature 
rose to 104.4°, the pulse to 144, the respirations 
to 44. The bases showed diminished vocal 
fremitus and suppressed breathing. An explor- 
atory chest tap in the eighth interspace below 
the angle of the right scapula gave no fluid 
January 5 the patient died. 


Discussion 
BY RICHARD C. CABOT, M.D. 
NOTES ON THE HISTORY 


Of course nobody ever has a ‘‘nervous break 
down’’ for the first time at forty-seven. When 
people come to us with that story we know it 
is not so. People always start earlier than that 
if they are going to have a nervous breakdown. 

This is the common history of the chronic 
aleoholic. Aleohol gradually comes to take the 
place of all food. 


NOTES ON THE PHYSICAL EXAMINATION 


All our histories have these items; all throats 
are injected and all tonsils enlarged. 

One centimeter outside the midelavicular line 
is slight cardiae enlargement. _ 

The blood pressure measurements show a lit- 
tle excess of pulse pressure. 

Naturally our interest centers in the liver 
We have the habit here-——I recommend it—when 
we cannot feel the liver through the abdomen, 
to see what we can do in a hot bath, which often 
does almost as well as ether to relax spasm. 

The prominent abdominal veins of course 
suggest cirrhosis, even though the liver is not 
enlarged, nor the spleen. 

Diminished sensation to touch, with her his- 
tory, would naturally go along with an alcoholic 
nate. It is aleoholic neuritis, so far, in those 
egs. 

The chart runs along at 100° most of the 
time, with a pulse elevated to 120, higher at the 
beginning of her stay here, and lower at the end 
of it; on the whole a febrile case throughout. 

The specific gravity of the urine shows a good 
swing. 

The blood sugar is pretty high. I suppose 
after taking insulin it was too low to read, or 


perhaps after delay in getting the blood to the 
laboratory. 

‘‘No acetone or diacetic acid’’ is rather re- 
markable. We do not know whether these were 
catheter specimens. 

Dr. Grorce P. Reynotps: They were 
catheter specimens. 


Dr. Casor: Then we have reason to pay at- 
tention to those leucocytes as evidence of in- 
fection in the urinary tract. 


The colon was too smooth, abnormally 
smooth, did not have the normal folds. 


There was probably fluid at the bases. 
DIFFERENTIAL DIAGNOSIS 


The essentials seem to me, in this case, chron- 
ie aleoholism, enlarged veins over the abdomen, 
and diabetes. I do not see that we have any 
other evidence that is of importance. There 
is slight cardiac enlargement perhaps, passive 
congestion of the lungs probably. 

It seems to me that cirrhosis of the liver is a 
good guess here, and very possibly of the type 
that is often associated with diabetes, that is 
the pigmented type. Nothing is said about pig- 
ment in the skin. 

Dr. Reynotps: There was none. 


Dr. Cazor: IT do not take that to be neces- 
sary. It may have been a cirrhosis of the pig- 
mented type associated with diabetes. If that 
is so there will probably be changes in the pan- 
ereas as well as in the liver. On the other 
hand there ma¥ be no liver trouble. Could she 
have died of pure diabetes, diabetic coma? But 
one does not see what the coma was due to. 
Neither did she have any deep breathing or 
any symptom to suggest coma. 

Aside from the liver and pancreas I do not 
see that we have any definite evidence to in- 
eriminate any organ. It is said she has a 
smooth eolon, but I do not believe she died of 
colitis. That may have been a minor factor. I 
do not think the X-ray man very definitely 
committed himself, and we have nothing else to 
make a diagnosis of colitis on except what the 
X-ray man said. We must leave that as a 
possibility. Then, it seems to me, cirrhosis is 
a possibility and the pigmented variety a defin- 
ite possibility, and diabetes perhaps from a 


similar process in the pancreas, perhaps inde- 
pendent. 


CLINICAL DIAGNOSIS (FROM HOSPITAL RECORD) 


Chronie aleoholism. 
Diabetes. 


Cirrhosis of the liver? 


DR. RICHARD C. CABOT’S DIAGNOSIS 


Chronie aleoholism. 
Diabetes. 


Possibly cirrhosis of the liver. 
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ANATOMICAL DIAGNOSIS 
1. Primary fatal lesions 


(General streptococcus sepsis. ) 
Septic infarets of the kidneys. 
Infarets of spleen. 


ro 


Secondary or terminal lesions 


Fatty metamorphosis of the liver. 
Slight purulent cholecystitis. 

Mural thrombus, left ventricle of heart. 
Soft hyperplastic spleen. 

Wet brain. 

Edema of the lungs. 


Historical landmarks 


Chronie pleuritis. 
Chronie interstitial pancreatitis. 
Sear of old operation wound. 


Dr. Ricnarpson: The anatomical conditions 
in this ease were as follows: We examined the 
head. The vessels of Willis, sinuses, middle 
ears, pineal and pituitary glands, negative. The 
brain weighed 1090 grams, which is rather smal] 
even for a woman, the tissue pale and wet, and 
the pia wet,—a wet brain. 

Trunk: There was an old linear scar in the 
midline. 

Dr. Carnot: There was said to have been an 
operation. 

Dr. Ricnarpson: There was decubitus in the 
sacral region. The peritoneal cavity contained 
a small amount of bloody fluid.and scattered 
masses of blood clot, and of course they have 
to be accounted for. The only source I could 
find for them was that the vessels of the peri- 
toneum in the region of this small amount of 
blood and blood-clot were engorged, and the 
surfaces in places roughened, reddened, and 
coated with fibrin as if the blood had come from 
them. The appendix was negative, the gastro- 
intestinal tract negative, except for a few diver- 
ticula in the wall of the sigmoid. 

There were a few old pleural adhesions. The 
lungs showed edema and nothing else. 

The heart weighed 300 yrams, which is 
slightly enlarged for her, but the epicardial fat 
over the right ventricle was eight millimeters 
thick, and the layer of fat accounts for some of 
the weight. The valves were frankly negative. 
In the region of the apex of the right ventricle 
however there was a frank brownish-red throm- 
bus two by one centimeters, and in the section 
from the thrombus there were bacteria. 

The liver weighed 1920 grams and did not 
show cirrhosis, although she was an alcoholic. 
The surface was smooth, the tissue punky, yel- 
lowish brown. Microscopie examination showed 
fatty metamorphosis of the liver. 

There was a little acute cystitis. That is, the 
gall-bladder contained a small amount of semi- 
fluid purulent material which showed innum- 
erable streptococci. We had no blood culture, 


but that is evidence that the infection in this 
case was streptococcus. 

Grossly one would have thought there was 
nothing particular the matter with the pan- 
creas. As a matter of fact the microscope did 
show some interstitial pancreatitis—not a very 
great amount. The islands showed no definite 
lesions. 

The spleen weighed 200 grams, slightly en- 
larged, rather soft, and there was an infaret 
at one place. 

That brings us to the kidneys. The right 
kidney weighed 185 grams, the left kidney 420 
grams. The smaller of the kidneys showed 
seattered through it many areas looking like 
septic infarcts, as nearly as we could make out. 
The larger kidney was simply purulent infil- 
trated mushy tissue and here and there I could 
make out areas which resembled the areas of 
infarction in the other kidney. The microscope 
corroborated that these were septic infarcts in 
the kidneys. The pelves contained a little pus, 
—a little pyelitis in each. The ureters were all 
right. The perirenal tissues showed marked 
purulent infiltration. 

The tubes and ovaries were wanting,—pre- 
sumably that was the old operation. The strik- 
ing thing was the kidneys. 

Dr. Canor: As I get this, it is the story of a 
woman who has weakened herself with drink, | 
who has some diabetes, who then gets some 
blood infection, septicemia, embolic infarcts in 
the spleen and kidneys, some infection also in 
the gall-bladder. The weakening from alcohol 
and diabetes made her prone to a terminal septic 
infection. | 


‘CASE 12262 


DIFFERENTIAL DIAGNOSIS IN A CASE 
OF PROGRESSIVE PARALYSES 


NEUROLOGICAL DEPARTMENT 


A Greek shoe factory operative of forty-three 
was sent from the Emergency Ward April 15 
complaining of weakness and loss of control of 
the muscles of the legs, arms, face and sphince- 
ters of a month’s duration. 

He had had rare headaches all his life. At 
twenty-two he had influenza and gonorrhea. 
Since that time he had had occasional periods 
of tremors. He had been married twenty-two 
years. His wife had never been pregnant. 

Two months and a half before admission he 
had a chill followed by fever, with considerable 
sweating, generalized aching and headache. He 
was in bed two days. On the third day he had 
a ‘full feeling’’ in his stomach and vomited. 
After he had been up five or six days he had 
pain in the toes of both feet lasting a week, then 
apparently cured by massage and bath. Two 
weeks later it recurred, more severe, and lasted 
until a month before admission. At that time 
he had a ‘‘strong’’ headache which was entire- 
ly relieved by the withdrawal of blood from his . 
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arm for a blood test. At that time his legs be- 
gan to seem ‘‘dead and sleepy’’. He gradually 
lost control of them. A few days later his arms 
became ‘‘dead’’, and in a day or two the left 
side of his face became weak and he could not 
close his left eye. The next day the same thing 
happened on the right side of the face, and his 
present speech defect occurred. About this 
time he lost control of his sphincters. None of 
the paralyses came on abruptly. It was a week 
before he lost entire control of his legs. At 
admission the only pain he had was in the mus- 
cles of the legs when touched. All the paraly- 
ses had remained nearly stationary for the past 
three weeks. His best weight was 170 pounds. 
He thought he had lost five or ten pounds dur- 
ing his illness. . 

Examination showed a well nourished man 
weighing 128 pounds, with evident muscular 
disability. The teeth were very poor and soft, 
ridged and notched. There was pyorrhea. The 
tonsils were large and red. The uvula was long 


and inflamed. Gag reflex was present. The 
heart was normal. There was phimosis. The 
pupils were pinpoint, slightly irregular. The 


left reacted very poorly to light, the right not 
at all. The fundi were negative. Neurological 
examination showed bilateral peripheral facial 
palsy, more on the left, slight lateral nystagmus, 
_ some swelling over the left parotid region, gen- 
eralized flaccid paralysis, all jerks absent, no 
plantar reflex obtainable. The grips were very 
weak. The legs and arms were only slightly 
movable voluntarily. Romberg’s sign was not 
obtainable. Angel wing seapulae. Slight sym- 
metrical atrophy. No sensory disturbances ex- 
cept some loss of the deep muscle sense of the 
toes and feet. 

The urine was red at one of five examinations, 
alkaline at another, showed no albumin or 
sugar, rare leucocytes at three of five examin- 
ations, specific gravity 1.020 to 1.006. The 
amount was 35 to 62 ounces when recorded. 
The hemoglobin was 80 per cent., leucocytes 
8,300 to 18,600, polynuclears 60 per cent., reds 
normal. The non-protein nitrogen was 36 mgm. 
A Wassermann was negative. Lumbar punc- 
ture April 17 gave 10 e.c. of fluid with the 
slightest possible trace of turbidity. No clot. 
Initial pressure 160, after withdrawal of 5 e.c. 
110, after withdrawal of 10 ¢c.c. 75. Pulse and 
respiration normal. Rise on jugular compres- 
sion 170, rather slow. Cells, one large mononu- 
clear, five fresh red blood corpuscles. Ammon- 
ium sulphate and alcohol very strongly positive. 
Wassermann negative. Total protein 348. 
Goldsol 2222333100. 


a pinal 
(blood taken fluid 
ting) 
Chlorides 600 706 
Sugar 103 59 
Non-protein nitrogen 24 19 
Total protein 7082 348 


A Dick test was positive. X-ray of the sinuses 
showed no definite evidence of disease. There 
was a malposed or unerupted molar. 

Dr. Frank Fremont-Smith said in consulta- 
tion, ‘‘Slight general wasting. Loss of deep re- 
flexes without evidence of sensory changes to- 
gether with fibrillary twitchings of both triceps 
and deltoids suggest that pathology is predom- 
inant in anterior horn cells of cord and brain 
stem, similar to but much more acute than 
progressive muscular atrophy. Suggest oral hy- 
giene, and elimination of lead as a factor. Have 
seen one case due to central nervous system 
lues.”’? A neurologist reported (April 17) 
case . . . Of wholly unknown etiology. 
prognosis is good as regards life and recovery 
of funetion, but a slight facial weakness will 
probably persist. It is a rare condition. We 
recommend a very mild massage and passive 
motion.’’ A throat consultant found a partial 
paralysis of the whole larynx. At this point in 
the study lead was found in the stools. Dr. 
J. C. Aub reported, ‘‘This is not a lead poison- 
ing ease. The history, type of palsy, rate of 
development, lack of anemia and stippling, etc., 
are very much against lead, and the presence 
in the stools does not prove a lead intoxica- 
tion. 

The temperature was 97.7° to 99.9° with one 
rise to 102.2° May 8. The pulse was 74 to 110. 
The respirations were not remarkable except 
for a terminal rise to 29. 

The patient seemed to have some difficulty in 
coughing, due to a questionable involvement of 
the phrenic nerve or intercostals. May 9 there 
was itching, regarded as serum sickness. 

May 15 there was extreme respiratory dis- 
tress suggestive of respiratory paralysis. He 
was very cyanotic, and was kept alive by caffein 
and constant oxygen. The chest was full of 


rales, with signs of fluid at the right base. May 
16 he died. 


DiscussIon 
BY HENRY R. VIETS, M.D. 
NOTES ON THE HISTORY 


We are dealing with a subacute febrile 
process: fever, chills, sweating, general aching, 
headache, and vomiting. These symptoms were 
followed by a latent period of a number of days, 
perhaps weeks. Then his headache returned, 
and the patient began to notice weakness and 
paresthesia in his legs, then in his arms, then 
in his face, first on one side, then on the other; 
loss of sphincter control came last. In other 
words, the patient had an acute febrile period; 
that disappeared; there was a latent interval, 
and then he noticed paralysis. 


NOTES ON THE PHYSICAL EXAMINATION 


The Romberg sign was not obtainable because 
the man could not get out of bed. The exam- 
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ination showed a rather extensive paralysis, 
largely of the motor type. Sensory symptoms 
were in abeyance. He had, it is true, some par- 
esthesia and slight loss of deep muscle sense in 
the toes, but on the whole there was very little 
change of sensation compared with the loss of 
motion. It is to be noted that although this 
man could not get out of bed he had still some 
movement in his hands and feet. The paraly- 
sis of the pelvis and shoulder girdle muscles 
therefore was more severe than of the more 
peripheral muscles. | 

Turbidity—if they are right in that observa- 
tion—means cells or clot in the spinal fluid. 
There was only one cell and no clot. The fluid 
then could not have been really turbid. The 
few red cells were probably from the puncture. 
The important findings in the spinal fluid exam- 
ination were the normal pressure, the absence of 
cells, the marked increase in protein—to ten 
times normal—the negative Wassermann reac- 
tion and the changes in the goldsol reaction. 

Did the ‘‘serum sickness’’ follow the Dick 
test? Would there be serum itching after a 
Dick test? He had no serum otherwise so far 
as I know. 

Dr. J. H. Means: 
a Schick test. 

A Pnysictan: He didn’t have a pneumococ- 
cus serum, did he? 

Dr. Vrets: I don’t think he did. There is 
no evidence to point to it. 

We might call attention to the fact that Dr. 
Frank Fremont-Smith pointed out fibrillary 
twitchings of the muscles, especially the shoul- 
der muscles, which is suggestive of irritation in 
the anterior horn cells. There was partial par- 
alysis of the whole larynx. The record does 
not say that his speech was definitely involved. 
I remember that the patient spoke rather feebly 
but did not have any great difficulty in swallow- 
ing. The onlv other cranial nerve that was af- 
fected was the seventh. The facial weakness 
was almost complete, with inability to wrinkle 
the forehead, to close the eyes and to move the 
corners of the lips. 

He died from respiratory paralysis, appar- 
ently from a lesion in the spinal segment sup- 
plying the phrenic nerve. 


The Dick test is just like 


DIFFERENTIAL DIAGNOSIS 


With the confusing signs and symptoms the 
first thing we thought of was a severe polio- 
myelitis. The man had marked paralysis of 
the flaccid type of the extremities and facial 
muscles. On the other hand there was almost 
no atrophy of the muscles. This fact and the 
symmetrical character of the lesion in all four 
extremities was against poliomyelitis. After 
this man had been paralyzed he lived for six 
to eight weeks without any decrease of the par- 
alysis; another point against poliomyelitis. 

The more chronie form of poliomyelitis, pro- 


gressive muscular atrophy, is quite a different 
disease. Its clinical course covers years, not 
weeks. There is progressive atrophy of the arms 
and legs, usually beginning with the arms. 
Also, it usually involves the lower bulbar nu- 
clei, not especially the seventh as in this case. 

Could this man have a myelitis? If he had, 
it must be a diffuse myelitis. He had symptoms 
extending from the bulb all the way down the 
cord, but he had no distinct level suggesting a 
localized lesion. | 

He has much more than bulbar palsy. The 
only thing suggestive of this diagnosis is the 
seventh nerve paralysis, rather rarely involved 
in that disease. It does not begin, moreover, 
as a subacute disease. It is a very slow atrophy, 
usually beginning in the muscles supplied by 
the twelfth nerves. 

Is this a case of peripheral neuritis, poly- 
neuritis? The patient certainly shows signs of 
neuritis, largely of the motor type, without 
very marked sensory symptoms. The diagnosis 
is not thrown out entirely on account of the 
sphincter involvement. The case falls into a 
eategory which Osler has classified as acute 
febrile polyneuritis, although in this case the 
marked involvement of the seventh nerve was a 
striking and unusual feature. Another term 
often used for this type of disease is ‘‘acute in- 
fective polyneuritis.’’ 

The literature of this type of polyneuritis is 
seanty. There are two articles which may be 
cited. Gordon Holmes in 1917 described cases 
of this type under the title ‘‘Acute Febrile 
Polyneuritis.’’ They were cases seen in the 
army, and they correspond to what this patient 
had. That article appeared in the British Med- 
ical Journal for July 14, 1917. A much more 
extensive account of this type of polyneuritis 
appeared in The Quarterly Journal of Med- 
cine, 1919, Vol. XIT, p. 88. This was a paper 
by three workers, Bradford, Bashford, and Wil- 
son. The title of their article was ‘‘ Acute In- 
fective Polyneuritis.’”’ They reported clinical 
histories of about thirty cases which correspond 
to the case we are considering today. In all 
their cases the involvement of the facial nerve 
was marked. Some work was done on the eti- 
ology of this type of neuritis, and two of the 
workers did some experimental work with mon- 
keys, claiming to have found the organism 
causing this type of neuritis. They grew the 
organism, transferred it to monkeys, recovered 
it from infected monkeys who developed symp- 
toms, and on the whole apparently had a very 
strong case for their arguments. The pictures 


which they published of the cultures of the or- 
ganism and of the spinal cord findings in their 
human and experimental cases would seem to 
be conclusive. It is reported, however, by com- 
petent authority that this work has never been 
checked up, and that it has never been com- 


|pletely accepted by bacteriologists. In other 
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words, the bacteriologists are a little skeptical 
about the reported findings of the etiological 
factor in this type of polyneuritis. 

Pathologically almost nothing is to be seen 
in the gross examination of the brain or spinal 
cord. It is only on finer histological examina- 
tion, which has not been completed in the case 
we are considering today, that one finds changes 
in the cells in the anterior horn and in the per- 
ipheral motor nerves. In other words, appar- 
ently we are dealing with a peripheral motor 
neuritis caused by a toxin that affects the an- 
terior horn cells and the whole lower motor 
neuron. The term ‘‘neuronitis’’ has been sug- 
gested by some. Because of the changes in the 
anterior horn cell within the spinal cord, the 
spinal fluid is affected. This is the first case of 
this type of disease described in which complete 
spinal fluid findings have been reported. _ 

The prognosis in most cases has been relative- 
ly good, and the neurologist who saw this pa- 
tient early said that the outlook was favorable. 
Dr. E. W. Taylor tells me that he has had about 
twelve cases of this type, and that none of them 
has died. Most of them have recovered entire. 
ly from the neuritis, except for the facial weak- 
ness, which often persists. 


NOTE BY DR. J. C. AUB 


I have never seen a case of lead intoxication 
which could be as progressive and malignant as 
this one which would not show other signs of 
lead intoxication. We should practically have 
to have changes in the blood as well as a lead 
line. Recent observations have indicated that 
some normal individuals have lead in their 
stools. So that too much emphasis cannot be 
laid on this finding. I should say that lead 
poisoning as a diagnosis is out of the question 
in this ease. 


CLINICAL DIAGNOSIS (FROM HOSPITAL RECORD) 


‘ Chronie anterior poliomyelitis with bulbar 
extension. 
Hypostatiec pneumonia. 


DR. HENRY R. VIET’S DIAGNOSIS 


Acute polyneuritis with facial paralysis. 
Hypostatie pneumonia. 
ANATOMICAL DIAGNOSIS 
1. Primary fatal lesion 
Acute febrile polyneuritis. 


2. Secondary. or terminal lesions 


Purulent bronchitis. 
Hypostatic pneumonia, lower lobes of lungs. 
Soft hyperplastie spleen. 


3. Historical landmarks 


Obsolete tuberculosis of the bronchial lymph 
glands. 
Slight chronie pleuritis, left. 


Dr. Ricnarvson: Ile was a well developed 
and fairly well nourished white man. The ex- 
amination of the head showed a little grayish 
thickening of the pia in places, and along the 
convexities some grayish-yellow thickening,— 
nothing very extensive or definite. The vessels 
of Willis, the sinuses and middle ears were neg- 
ative. The Neurological Department was very 
much interested in this case, and I took a piece 
from the brain and a couple of pieces from the 
cord. Our sections did not show anything; but 
the entire cord and brain are now under study 
with the Neurological Department. The tissue 
of the cord was plump. There was injection of 
the vessels and some question whether there was 
thickening of the pia and dura in places. 

The peritoneal cavity, appendix, and gastro- 
intestinal tract were out of the picture. The 
mesenteric and retroperitoneal glands were neg- 
ative. There was no fluid in the pleural cavi- 
ties; no adhesions on the right, a few scattered 
on the left. In the trachea and bronchi there 
was much mucopurulent material, that is, pur- 
ulent bronchitis, and the lower lobe of each 
lung showed well marked hypostatic pneumo- 
nia, these being terminal things. 

The pericardium was negative, the heart and 
circulatory apparatus generally negative. The 
liver, gall-bladder, bile-ducts and paricreas were 
negative. The spleen was slightly enlarged, the 
tissue a little soft, which goes well enough with 
the terminal pneumonia. The adrenals were 
negative, the kidneys frankly negative, the pel- 
ves, ureters and bladder negative. 

it will be interesting to see whether they find 
something further in the interior of the brain. 
Most of the other cases have not died, have 
they ? 

Dr. Viets: Very few. 

Dr. Ricnarpson: I suppose the lesions are 
not very definite. 

Dr. Viers: The monkeys showed changes in 
the anterior horn cells as the main pathological 
condition. 


LATER NOTE BY DR. VIETS 


Microscopic Anatomy. The cortex was nor- 
mal. The cells forming the nuclei of the sev- 
enth nerves were normal in number, but showed 
marked structural changes. Only a few normal 
cells were seen in either nucleus. The four 
groups of cells which comprise each nucleus 
were equally involved. The cells appeared 
swollen and distorted, many of them having 
lost their polygonal form. In addition, chrom- 
atolysis was evident in nearly every cell, with 
occasional displacement of the nucleus, but in 
no case was it found extruded. There was no 
vacuolation of the cells. The cells of the neigh- 
boring cranial motor nerves appeared normal. 
Except for the cell changes noted above the 


sections through the pons and medulla showed 
no variation from normal. 
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The cells, moreover, found in the anterior 
horns of the spinal cord, especially in the cer- 
vieal and lumbar enlargements, showed definite 
signs of secondary reaction, in that there was 
some swelling, loss of Nissl granules and dis- 
placement of the nuclei. These findings wer: 
rather rare in the cervieal region but more com. 
mon in the lumbar enlargement. The thoracic 
segments appeared normal, Throughout the 
cord the blood vessels appeared markedly con- 
gested, although no blood cells were found in 
the tissues or in the perivascular spaces. The 
meninges were normal. 


CASE 12265 


DIFFERENTIAL BETWEEN INTRA- AND 
EXTRA-ABDOMINAL TROUBLE 


SuRGICAL DEPARTMENT 


A Newfoundland carpenter thirty-five years 
old entered February 11 complaining of gas in 
the bowels and weakness. He had had rheu- 
matism (?) off and on for several years. For 
two years he had had pain in the umbilical re- 
gion almost every day after meals. For two 
days he had had hacking cough, 

Five weeks ago his abdomen began to be dis- 
tended with gas. He then had pain in the left 
lower quadrant sharp enough to double him up. 
He tried to raise the gas by eructation, was 
nauseated and vomited two or three times. He 
passed nothing, not even gas, by rectum for a 
week. He was then sent to a hospital and oper- 
ated upon. He was told that ‘‘a band over the 
bowels and knotted bowels’’ were found. After 
the operation the distension and obstipation 
were relieved. Two weeks ago, three days after 
leaving the hospital, he waked with a shaking 
chill and cold sweat followed by a hot feeling, 
but no fever. The day before admission he 
woke to find his abdomen distended with gas. 
Ile was breathing rapidly. He vomited a dozen 
times before reaching the hospital. The vomi- 
tus looked like tea and was sour. He had hiceup 
intermittently that night. His bowels did not 
move, but he passed some gas February 10 
and 11. 

Examination showed a_ rather emaciated, 
weak, sick-looking man appearing mueh older 
than he was. The diaphragm seemed to be 
pushed up by the distended abdomen. The axis 
of the heart seemed to be pushed up so that the 
apex was higher and further laterally than 
normal. There was a low blowing murmur im- 
mediately following the second sound and last- 
ing almost through diastole, which was short on 
account of the rapid action. The abdomen was 


distended and tympanitic. There was no liver 
dullness. On the left in the lumbar region, ex- 
tending from an inch above the iliac crest al- 
most to the costal margin, was a firm immobile 
tender mass, dull to pereussion, reaching pos- 


teriorly into the costovertebral angle and an- 
teriorly almost to the midline. The bowel 
seemed to be between the mass and the dia- 
phragm. Below the umbilicus was a median 
operatf¥e sear with a small unhealed infected 
area in its center, The left knee-jerk could not 
be elicited. 

Before operation the urine showed a slight 
trace of albumin, specific gravity 1.028, sedi- 
ment loaded with leucocytes and bacteria; the 
leucocyte count was 24,200; the temperature 
was 98° to 96°, the pulse 100, the respiration 
20 to 31. 

Operation was done February 12. The pa- 
tient was very weak after it and vomited. Ile 
was given 750 ¢.c. of ten per cent. glucose with 
twenty units of insulin. He was put in high 
Fowler’s position and given two subpectorals 
daily, with only sips of water by mouth. He 
was irrational at times, but on the whole 
seemed to improve. A culture from the abscess 
cavity showed a moderate growth of staphylo- 
eoececus aureus. The non-protein nitrogen was 
22 mgm. The distension persisted in spite of 
enemata which gave good fecal returns. There 
was profuse urinary drainage until February 
16, then practically none. The temperature was 
104°, the pulse full and bounding, 119-129. 
The urine was full of leucocytes. February 17 
he was completely irrational, incontinent of 
urine. The distension increased. The wound 
was discharging very little. That day he died. 


Discussion 
BY EDWARD L. YOUNG, JR., M.D. 


‘‘We passed nothing by rectum for a week." 
Then they wonder why the mortality of acute 
intestinal obstruction is fifty per cent. Because 
a week’s damage under certain conditions of 
obstruction is fatal regardless of who operates 
or what is done. Of course under other condi- 
tions it is not. 

In a good many ways this is an unsatisfactory 
story. There are two things here that impress 
themselves on the mind. (1) Although we have 
to assume that what was found was there, be- 
cause the result was relief of the obstruction, 
nevertheless, was that secondary to a previous 
infection in the left flank of some kind? There 
is of course no doubt but that he had obstruc- 
tion. (2) Is this whole thing a post-operative 
condition, that is, a residual abscess that de- 
veloped in the flank on the basis of infection 
due to trauma to the bowel? That mass, if we 
take this description as accurate, fills the bill 
for either a pus kidney or a perinephric abscess. 
That is one reason why I say it is an unsatis- 
factory history. We do not know, aside from 
the complete absence of mention, anything 
about the previous urinary symptoms or pain 
in that region. The record does speak of two 
years’ pain in the umbilical region, but that is 
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very indefinite, it can be due to so many things. 
I do not see that we have any data on which to 
go. He was in here only twenty-four hours or 
less before operation was done. He was a very 
sick man, and with the evidence of infection it 
seems to me that they very fairly went ahead to 
relieve that sepsis with the idea that after that 
was relieved they might get at the thing more 
accurately if it were necessary. 

I do not see how they could rule out a pyo- 
nephrosis unless they had more negative evi- 
dence than we have any right to assume. 

Is it possible that that mass is anything else? 
It is too large to be carcinoma of the bowel. Of 
course it is possible for anyone with the incis- 
ion that they made to miss a carcinoma of the 
splenic flexure, but in that case it is hard to 
see how they could have relieved his obstruc- 
tion. 

I do not see anything else that we are justi- 
fied in considering. Sepsis certainly, back- 
ground of pus kidney possibly, background of 
earcinoma of the bowel with sepsis from that 
possibly but not probably. I wish someone else 
would guess, because we have not enough data 
to do more. 

Dr. Casor: Could he have a localized peri- 
tonitis from sepsis left at the first operation? 

Dr. Youne: Yes, that is the thing I put first. 
I should be more inclined to put it retroperito- 
neal than peritoneal, but peritoneal is possible. 

Dr. Canor: That is a big tumor. 


Dr. Youna: It is a large tumor, and I be- 
lieve that peritoneal localization of as large a 
mass is difficult. It generally breaks through 
into the cavity before this. But I have seen a 
retroperitoneal tumor as large as this. 

Dr. Canor: It might be perinephritie I sup- 
pose. Did you mean to inelude that? 

Dr. Youne: Yes. I think I should do an 
oblique kidney incision and go till I struek oil 
whether inside or outside the kidney, expecting 
to strike it before I got into the kidney. 


DR. YOUNG’S PRE-OPERATIVE DIAGNOSIS 


Retroperitoneal abscess. 
Pyonephrosis ? 


PRE-OPERATIVE DIAGNOSIS 


Abscess in the left half of the abdomen. 
Pyonephrosis. 
Intestinal obstruction. 


OPERATION 


Under ethylene anesthesia an indefinite re- 
sistance was felt in the right upper half of the 
abdomen. In order to make a complete diag- 
nosis the surgeon made a small incision through 
the middle of the left rectus, put his finger into 
the abdominal cavity, and felt a large retroperi- 
toneal mass filling the left groin. The incision 


was closed and a retroperitoneal incision was 
made in the left flank. An enormous pus ¢av- 
ity was opened containing thick yellow pus. The 
patient was too ill to explore further. The sur- 
geon thought the origin was undoubtedly pyo- 
nephrosis. <A large rubber tube and two cigar- 
ette wicks for drainage. 


FurtTuer Discussion 


Dr. Youne: They put everything into their 
diagnosis just as I did. 

Dr. Canot: Where did they go in the second 
time? 

Dr. Youne: 
cision, 

Dr. Ricuarpson: What did they think they 
found ? 

Dr. Youna: The surgeon was rash enough 
to say that he thought it was pyonephrosis, al- 
though I do not see that he had any more evi- 
dence than he had before. 

He was given glucose with insulin to give it 
a quicker benefit from the carbohydrate. 

I assume that that drainage was from the 
wound. 

I think that I have to leave it to Dr. Richard- 
son to tell us the whole story. I shall be inter- 
ested to know what the intraabdominal condi- 
tion is, and whether or not there was apparently 
a condition there which caused obstruction be- 
fore or whether the whole thing was possibly 
secondary to pyonephrosis which might have 
been recognized earlier if there had been a bet- 
ter history. 

Dr. Casor: Does the low non-protein nitro- 


gen help you to decide whether or not the trou- 
ble is in the kidney ? 


Dr. Youna: I do not think so, because one 
kidney can be destroyed and the other give per- 
fectly normal blood chemistry and function 
throughout, so that if this was an entirely 
destroyed kidney it is quite consistent with his 
apparent lack of symptoms before, with the sep- 
sis, with the obstruction, the obstipation, with 
the whole picture and the operation which he 
had first precipitating the spread of the sepsis. 
It is not usual to have so-called silent 
stones, but on the other hand it is not 
too uncommon. I had one patient that came 
to me from a life insurance examination, 
With a lot of pus in his urine. He happened to 
be an undertaker. When I explained to him 
that he had a stone and would better have it 
taken out he said, ‘‘Nothing doing! I see alto- 
gether too many of my ‘clients’ with stones in 
their kidneys that have not killed them, and I 
am going along.’’ That was twelve years ago, 
and I happened to see his doctor recently, who 
knows all about him and learned that he is 
Symptomatically well and is laughing at me for 


telling him to have an operation. He still has 
pyuria. 


I assume an oblique kidney in- 
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CLINICAL DIAGNOSIS (FROM HOSPITAL RECORD) 


Pyonephrosis. 

Bronchopneumonia. 

Septicemia. 

Incision and drainage, left pyonephrosis. 


DR. EDWARD L. YOUNG’S DIAGNOSIS 


Perinephrie abscess. 
Pyonephrosis. 


ANATOMICAL DIAGNOSIS 


Primary fatal lesion 


Perinephrie abscess. 


2. Secondary or terminal lesions 


Purulent infiltration and necrosis involving 
the left perirenal and retroperitoneal tis- 
sues, the psoas muscle and the periton- 
eum. 

General fibrinopurulent peritonitis. 

Pyelitis. 

Septic pneumonia. 

Purulent pleuritis. 

Hemorrhagic edema of the lungs. 

Hyperplastie spleen. 

Decubitus. 


3. Hisiorica!l landmarks 


Operation wound. 

Chroni¢e peritonitis. 

Slight hypertrophy and dilatation of the 
heart. 

Obsolete tuberculosis of a bronchial lymph 
gland. 


Dr. Ricnarpvson: The kidneys were all right 
except that the pelvis on the left side showed 
a small area of necrosis and purulent infiltra- 
tion of the wall which was in relation with the 
marked purulent infiltration and necrosis in- 
volving the perirenal and retroperitoneal tis- 
sues, the psoas muscle, and the peritoneum,— 
apparently an extension of that into the pelvis. 
The pelvis contained a very slight amount of 
purulent material localized in the region of the 
area of necrosis, but was otherwise negative. 
The ureter was negative. 

Dr. Casor: Where did that abscess start, do 
you think? 

Dr. RicHarpDson : 
renal tissues. 


Dr. Youne: Could you tell whether any- 
thing had been done in the abdomen? 

Dr. Ricnarpson: Yes. There was chronic 
peritonitis. They had apparently liberated one 
band. There was another band that extended 
from the sigmoid to the region of the right 
quadrant and was adherent to the right mesen- 
tery, and a band of adhesions along the mesen- 


Probably in the left peri- 


tery and seattered ones elsewhere. I could not 
find the appendix. 
Dr. Youna: Had he had a previous opera- 


tion? There is no evidence of it in the history, 
is there? 


Dr. Ricnarpson: It is stated that he went 
to a hospital and was operated on. They might 
have taken it out when they went in to remove 
that band. I could not find anything definite 
in the way of appendix except at the base what 
seemed like an old stump and adhesions. 

Dr. Youna: In other words he might have 
had years ago a suppurative appendix. What 
I wondered was whether or not their work 
there had started up some sepsis in the left 
flank; but there is no evidence of that. Have 
you ever before seen a collection of pus go from 
outside the kidney into it? I never have. 


Dr. Ricuarpson: The pelvis was negative 
except for the small localized area of purulent 
necrosis and perforation at the base of the oper- 
ation wound. At necropsy there were three 
wicks, cigarette, gauze and a large rubber tube, 
and they extended down into the region. 

Dr. Youna: Otherwise a normal kidney. I 
think that is a very unusual picture. 


PREVENTABLE BLINDNESS 


Stnce the passage of the Missouri Constitu- 
tional Amendment providing pensions for the 
deserving blind in that State, 5,927 applications 
for relief have been submitted. In reviewing 
causes of blindness of the applicants the recur- 
rence of the venereal diseases, gonorrhea and 
syphilis, reveals a startling significance. For 
instanee, Dr. H. M. Lamb who prepared a re- 
port of the law estimates that of the large 
number of cases classified under optie atrophy 
alone 75% or 578 of such cases were due to 
syphilis. 

It is a conservative estimate that of the 5,927 
eases considered 25% or approximately 1500 
cases are due to syphilis and gonorrhea. Under 
the terms of the statute for pensions for blind 
in Missouri $25 a month is granted to applicants 
over 21 years of age who have been residents of 
Missouri for at least 10 vears or have lost their 
sight while a bona fide resident of that State 
and who do not have incomes from all sources 
amounting to $780 per annum. 

When consideration is given to the humani- 
tarian aspects of the thousands of blinded per- 
sons throughout the United States, many of 
whom are innocent victims whose condition has 
resulted from the two preventable diseases, 
syphilis and gonorrhea, the need for the vig- 
orous prosecution of active measures for the 
control of these diseases is even further em- 
phasized.—United States Public Health Ser- 
vice, 
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PLATE OF THE HEART IN CASE 12251, PUBLISHED JUNE 24, 1926. 


PLATE I. Roentgenogram of gross specimen, showing calcification of the mitral (M) and aortic (A) valves. 


| 
| 
| > 4 
Fa 
? 
} 
* 
% 4 
= 
= = 4 
. 


Volume 195 CABOT CASE RECORDS 
Number 1 


PLATE OF THE HEART IN CASE 12251, PUBLISHED JUNE 24, 1926. 


PLATE II, Shows marked fibrocalcareous degeneration (F) in the region of the mitral valve, and some fibrocalcareous. 
change on the aortic cusps. The wall of the aorta shows hematoxin staining (S) due to streptococcus hemolyticus sepsis. 


Vhotograph by Louis S. Adams. 
DR. OSCAR RICHARDSON. 
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THE STRUCTURE OF PROTOPLASM 


SINCE protoplasm is the seat of all vital 
processes, the secret of its structure has been 
eagerly sought for years. The existence of a 
fluid substanee within living cells was recog- 
nized by Malpighi and Hooke nearly one hun- 
dred and fifty years ago, though it was not 
until 1863 that Schultze showed this substance 
to be fundamentally similar in all living organ- 
isms and thus established protoplasm as the 
physical basis of life. 

Naturally the diverse and complicated phe- 
nomena peculiar to living tissues led to the as- 
sumption that protoplasm could not be a mere 
liquid. Moreover, the lack of movement within 
many animal cells suggested a solid substratum. 
Eventually the concept developed of a highly 
organized contractile solid as the essential por- 
tion of protoplasm. 

This concept was fortified by observations 
made on cells with the aid of fixing agents, all 
of which precipitate and coagulate protein. In 
the controversies which arose between propo- 
nents of the reticular and fibrillar structure of 
protoplasm, the possibility of its being fluid was 
lost sight of for a time though Biitschli upheld 
the fluid theory and eventually succeeded in 
having it accepted in a modified form. The 
foam of alveolar structure which Biitschli pro- 


pounded is the one commonly given in current 
text-books of histology. <A fine emulsion of oil 
and water has often been used as a crude ex- 
ample of protoplasmic strueture, and not a lit- 
tle work has been based on the similarity of 
behaviour of protoplasm and oil-water systems 
toward various chemical substances, The de- 
velopment of colloid chemistry still further 
stimulated this line of investigation. 


However, Chambers, through his work on 
living cells, has apparently proved that proto- 
plasm is fundamentally a hyaline matrix, though 
microseopie particles may frequently be in- 
cluded in it. Though definitely colloidal in be- 
haviour, it is homogeneous. To those who feel 
that so simply constituted a substance is in- 
capable of exhibiting the manifold activities of 
life, Chambers gives a crumb of comfort in the 
statement that protoplasm is a cellular unit 
that cannot exist without its nucleus and cell 
wall and so must be considered as visibly dif- 
ferentiated. 


NARROW DEFINITION OF ‘‘UNUSUAL”’ 
UNDER WORKMEN’S COMPENSATION 
LAW! 


Arrer twelve years of fair, broad, liberal in- 
terpretation of the words ‘‘unusual cases’’ from 
a medical and surgical point of view by the 
Massachusetts Industrial Accident Board, the 
Supreme Judicial Court of this Commonwealth 
seems to have distinetly narrowed this impor- 
tant section of the Workmen’s Compensation 
Act. The inspiration for this statement is 
found in a report of Board and Court decisions 
as set forth on page 53 of this issue. 

Medical treatment under the Workmen’s 
(‘ompensation Act is covered by the following 
section: 

‘*During the first two weeks after the injury, 
and if the employee is not immediately inea- 
pacitated thereby from earning full wages, then 
from the time of such ineapacity, and in un- 
usual cases, in the diseretion of the board, for 
a longer period, the insurer shall furnish ade- 
quate and reasonable medical and hospital ser- 
vices, and medicines if needed. The employee 
may select a physician other than the one pro- 
vided by the insurer, and in ease he shall be 
treated by a physician of his own selection, or 
where, in case of emergency or for other justi- 
fiable cause, a physician other than the one 
provided by the insurer is called in to treat the 
injured employee, the reasonable cost of his 
services shall be paid by the insurer, subject to 
the approval of the department.’’ Ete. 


The important words in this seetion are ‘‘and 
in unusual cases,’’ ete, A narrow interpreta- 
tion makes them inapplicable except in a very 
small number of cases; a liberal ruling makes 
them applicable to all cases which properly may 
be called ‘‘unusual’’ and out of the ordinary. 


S. Burr M.D. 
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The Industrial Aecident Board has uniform- 
ly and consistently declared that under the un- 
usual ease classification come major injuries 
compound fractures, injuries followed by sepsis, 
major amputations and operations, serious pel- 
vie and back injuries, injuries resulting in un- 
usual disease conditions, and injuries requir- 
ing special apparatus or the service of special- 
ists. And, as a matter of practice, and using 
the discretion which it was believed the act 
gave, the Industrial Accident Board adopted a 
middle-ground interpretation in questionable 
cases requiring medical and hospital treatment 
after the first two weeks, allowing not the max- 
imum charge for treatment, but adopting as 
reasonable fees a fair average charge for the 
services, having in mind that this is primarily 
an Act for the workingman. 

The Supreme Court has now said that tuber- 
culosis, admittedly resulting from a personal in- 
jury arising out of the employment, is not un- 
usual and that the ease involving such a condi- 
tion due to injury is not an unusual case under 
the provisions of the Act. (Galen Moore’s 
Case, decided May 26, 1926.) 

The Supreme Court of our state now says: 

‘The nature of the injury is of importanee 
in deciding whether the case is an unusual one 
within the statute. But the eause of the injury 
or the unusual nature of the happening is not 
the final test. The statute has reference to in- 
juries which develop unexpected or unusual 
complications, requiring the services of experts 
or unusual treatment. . . . There was nothing 
unusual in the case at bar. The plaintiff is af- 
flicted with tuberculosis as a result of his in- 
jury, but the statute did not intend to put the 
expense of his cure on the insurer, as no unusual 
result or complication, no unexpected accident 
or symptom, intervened to bring the case with- 
in the statute.’’ 


Contrast the narrowness of this decision with 
the liberal and broad-minded policy of the Mass- 
achusetts Industrial Accident Board for the 
past twelve vears—ever since the compensation 
act was amended to provide for the payment of 
reasonable medical and hospital fees after the 
first two weeks. 

There is a remedy; and medical men should 
be quick to grasp it. They should see to it 
that the unusual ease provision is restored to 
its original meaning. The Massachusetts In- 
dustrial Accident Board recommended this leg- 
islation and it was enacted in 1914. The full 
recommendation of the Board was not adopted. 
The original recommendation read: ‘‘The In- 
dustrial Accident Board requests that the Leg- 
islature give the Board power to require the 
payment of bills for medical and surgical treat- 
ment, medicine, medical and surgical supplies, 
crutches, and apparatus when necessary beyond 
the first two weeks after the injury, this the 
least we should have where the injury is so 


serious as to require and warrant such addi- 
tional medical treatment.’’ The adoption of the 
italicized words as part and parcel of the medi- 
eal provision would prevent further narrow in- 
terpretation by the Supreme Judicial Court 
and would get for injured employees and all 
medical men treating them that measure of jus- 
tice to which they are of right entitled. 

The present situation is intolerable. The In- 
dustrial Accident Board is helpless. Its hands 
should not be tied, either by narrow legislation, 
or by an illiberal interpretation of such legis- 
lation as there is. Insurance companies do not 
act with any uniformity in regard to medical 
and hospital care; therefore employees suffer 
through this lack of uniformity. Some employ- 
ees are furnished by certain insurance com- 
panies with complete medical and hospital treat- 
ment from the day of injury to the day of their 
full and complete recovery. Others get the 
minimum of such treatment, that is, they re- 
ceive only two weeks’ treatment, and they must 
fight for anything they get after the first two 
weeks. 

The medical men of Massachusetts, rising up 
in their great power and influence, can remedy 
the situation as no other body can. They must 
act and act promptly. Let their action be so 
prompt and so unanimous that the present in- 
tolerable situation will at once come to an end. 


THIS WEEK’S ISSUE 


Contains articles by the following named 
authors: 


Worrr, Lovis, 8.B.; M.D. Harvard Medical 
School 1922; Assistant in Medicine, Harvard 
Medical School and Assistant in Medicine, 
Massachusetts General Hospital; in association 
with 

Wuire, Paut D., A.B.; M.D. Harvard Med- 
ical School 1911; Instructor in Medicine, Har- 
vard Medical School; Associate in Medicine, 
Massachusetts General Hospital and Chief of 
the Cardiae Clinie. The subject of their paper 
is ‘‘ Acute Coronary Occlusion. Report of Twen- 
ty-Three Autopsied Cases,’’ page 13. Address: 
Massachusetts General Hospital. 


Fircuet, Sern M.; B.A.; M.D. Harvard Med- 
ical School 1921; Instructor in Surgery, Tufts 
College Medical School; Assistant in Ortho- 
pedie Surgery, Harvard Medical School; Junior 
Assistant Surgeon, Children’s Hospital; Assist- 
ant in Surgery, Massachusetts General Hos- 
pital. His subject is ‘‘Imperforate Anus—The 
Surgical Treatment of Cases of Maldevelop- 
ment of the Terminal Bowel and of Anus,’’ 
page 25. Address: 270 Commonwealth Ave., 
Boston. 


Hovenron, Harris A., A.B.; M.D. Syracuse 
University College of Medicine 1901; Consult- 
ant in Metabolism, Manhattan Eye, Ear and 
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Throat Hospital, N. Y. City. His subject is 
“‘The Internist and the Ophthalmoseope,’’ page 
31. Address: 110 Riverside Drive, N. Y. City. 


Curtis, Francis Gro., A.B.; M.D. Columbia 
University College of Physicians and Surgeons 
1883; Fellow A. P. H. A.; Formerly Chairman 
of Administrative Section and Governing Coun- 
cil A. P. H. A.; Chairman, Newton Board of 
Health Since 1893; Member, Massachusetts As- 
sociation of Boards of Health. The subject of 
his paper is ‘‘The Trail of a Typhoid Carrier,’’ 
page 35. Address: City Hall, Newton, Mass. 


Meaker, Samvuet R.; A.B.; M.D. Harvard 
Medical School 1915; M.R.C.S., England, 1919; 
Associate Professor of Gynecology, Boston Uni- 
versity School of Medicine. Associated with 
him is 

listen, Rutu Sru-Gine Ho; A.B.; M.D. Bos- 
ton University School of Medicine 1925. The 
title of their paper is ‘‘The Umbilicus as an Ab- 
dominal Landmark,’’ page 36. Address Dr. 
Meaker at 475 Commonwealth Ave., Boston. 


Coves, Wa. Pearce, M.D. Harvard Medical 
School 1894; F.A.C.S.; Surgeon to Out Pa- 
tients, Mass. General Hospital; Assistant Sur- 
geon, Boston Dispensary ; Instructor in Surgery, 
Tufts College Medical School. His subject is 
*“*Dr. Guillotin and His Machine.’’ page 37. His 
address is 12 Monmouth Court, Brookline, Mass. 


LEGISLATIVE N 


SENATE RESOLUTION NO. 255 


Resotvep, That the Secretary of the Senate 
shall employ Arthur MacDonald to make scien- 
tific studies of man, at a salary not to exceed 
$2000, per annum, to be paid out of the contin- 
gent fund of the Senate until otherwise directed. 

That said studies shall be along anthropologi- 
eal, psycho-physieal and_ statistical lines, and 
that the said Arthur MaeDonald shall report 
annually to the Vice-President the results of his 
studies and investigations, which with the ap- 
proval of that Officer, shall be published. 


The general lines of work proposed are men. 
tioned in this Resolution. Special lines of in- 
quiry under the head of ‘‘anthropologieal’’ and 
inelude measurements of 
Members of Congress; about 25 Senators and 74 
Representatives have already been measured. 
This may serve as an introduction. To make 
this initiatory investigation of more scientific 
value, larger numbers of Members of Congress 
should be measured. As has been said (and 
should be repeated) no name of any Member of 
Congress under any cireumstances shall be men- 
tioned. Science has no use for personal names. 

When a sufficient number of Members have 
been measured, it will establish the general 
physical status of Congress, which ean be used 


as a measuring rod for the United States. Ef- 
forts are already being made to have Legisla- 
tors of other countries similarly studied, but 
our country is the first and should continue to 
lead in this comparative anthropology of legis- 
lative man. From the head measurements it 
will be possible to estimate the average weight 
of brain of State and National Legislatures. 
This new tentative formula to estimate the 
weight of the brain is as follows: (Head length 
— 10) (head breadth — 10) (head height 
— 10)  .000337 + 406.01, equals cranial 
capacity in eubie centimeters, which multiplied 
by .90 gives the weight of the brain of living 
persons in grams. 

Under the head of ‘‘statistical,’’ an analytical 
summary of the biography and legislative activ- 
ities of Congresses for the last 20 years could 
be made. Already such a study of the Senate 
of the 62nd Congress has been made by Arthur 
MaeDonald. Thus comparisons between the 
different Congresses and between the State 
Legislatures may prove interesting and valu- 
able. Also knowledge of the inner activities of 
Congress, such as relatively small number of 
bills passed (only 21% per cent of private and 
10 per cent of publie bills in 62nd Senate) 
would help the people to understand Congress 
better, especially the difficulties Members have 
to meet. Also many wrong ideas and unjust 
criticisms of Congress would be modified and 
corrected. Comparison between political par- 
ties and divisions of each party can be made 
and also between the State Delegations. 


The tacit assumption in all these studies is 
that all organizations of men, especially those 
of long standing and still more particularly 
those that result from competitive methods are 
not haphazard, but act according to laws most 
of all of whieh are yet unknown, so the acts of 
Congress as a whole are not accidental but also 
work according to laws yet unknown. These 
like all other laws will be discovered, not only 
through extensive, but more especially by 
scientific, intensive study. 

A brief resumé of Arthur MaeDonald’s 
training is as follows: Graduated (A.B.) from 
the University of Rochester, N. Y., 1879; Post- 
Graduate in Philosophy at Harvard University. 
1883-1885; Appointed ‘‘Fellow in Psychology’’ 
at Johns Hopkins University, 1885; Studied 
medicine (full course), anthropology and psy- 
cho-physies in the Universities of Berlin, Leip- 
zig, Paris and Zurich from 1885-1889; Ap- 
pointed Docent (‘‘distinect advance beyond the 
Doctorate’’) in criminal anthropology in Clark 
University, Worcester. Mass., 1891-1892; Ap- 
pointed Specialist in Edueation as related to 
abnormality U. S. Bureau of Edueation 1892- 
1903; Engaged in sociological and anthropol- 
ogical research, Washington, D. (., 1904-1924; 
and in St. Elizabeth’s Hospital 1925-1926, 

Arthur MacDonald is author of the following 
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works: ‘‘Man and Abnormal Man,”’ ‘‘A Study 
of the United States Senate’’ (also in Spanish) ; 
‘‘Mentality of Nations’’ (also in German and 
Spanish); ‘‘Scientifie Study of President 
Coolidge’’ (in French and Spanish); also 
‘*Seientifie Study of Vice-President Dawes’’ 
(in French); ‘‘ Anthropology of Modern Civ- 
ilized Man’’ (published also in India and in 
China in Chinese language) and numerous 
other studies of the Normal and Abnormal. 


MISCELLANY 


THE DECISION OF THE INDUSTRIAL AC- 
CIDENT BOARD ON DISABILITY IN 
THE GALEN MOORE CASE 


15652. 


Galen Moore 
Bethlehem Shipbuilding Corp., Employer 
U. 8S. Mutual Liab. Ins. Co., Insurer 


By a decision of a single Member of the Board, 
filed August 8, 1923, it was found ‘‘that weak- 
ness caused by a condition of pulmonary tuber- 
eulosis which resulted from a crushing injury 
to the chest received in the course of and aris- 
ing out of the employment with the subscriber on 
May 11, 1920, totally ineapacitates this employee 
for work and has totally ineapacitated him for 
work since March 8, 1923.’’ 

This decision was affirmed by the full Board 
on Review, a decree was entered by the Superior 
Court based upon the decision of the full Board 
and this decree was affirmed by the Supreme 
Judicial Court on appeal. 


Emp) yee 


INDUSTRIAL ACCIDENT BOARD FINDING ON DOCTORS 
AND HOSPITAL BUT UNDER THE ‘‘UNUSUAL’’ 
FEATURES OF THE ACT 


15652. 

Galen Moore 

Bethlehem Shipbuilding Corp., 
U.S. Mutual Liab. Ins. Co., 


The Industrial Accident Board find, upon all 
the evidence that this is an unusual ease under 
s. 30 of the Act. 

The Board find that tuberculosis resulting 
from a personal injury arising out of and in the 
course of the employment is an unusual condi- 
tion, the records of the Board as compiled in 
their 12th annual report for the year from July 
1, 1923, to June 30, 1924, inclusive, showing that 
out of 60,439 compensable personal injury 
cases, only six eases of all classes of tuberculosis. 
including traumatic and non-traumatie tubereu. 
losis, resulted from personal injuries arising out 
of an in the course of employment. The mere 
statement of this fact is conclusive that tuber- 
culosis is an unusual condition to arise from 
injury and that the fact that the personal injury 
to the employee, Moore, resulted in his tubereu- 


Employee 
Employer 
Insurer 


lar condition warrants the finding that this is 
an unusual case under the statute. 

The Board find that the employee continues 
to have a condition of tuberculosis resulting 
from a crushing injury to his chest received in 
the course of and arising out of his employment 
with the subseriber on May 11, 1920. 

The Board find that the condition from which 
the employee suffered in Mareh, 1923, and from 
which he now suffers is one and the same con- 
dition. 

The Board find that the term ‘‘ pulmonary tu- 
berculosis’’ embraces both inact've and active 
tuberculosis. 

The finding of the Board Member, affirmed 
by the Reviewing Board, and affirmed also by 
the Supreme Judicial Court (see Moore’s Case, 
249 Mass. 173), was that the employee’s tuberecu- 
losis was the result of his injury, and that the 
employee was entitled to the payment of compen- 
sation for total ineapacity, dating from March 
8, 1923, and continuing, subject to the provi- 
sions of the Act. Total incapacity compensation 
is now being paid and the insurer does not raise 
any issue here that the employee is not entitled 
to the continuance of total incapacity compen- 
sation under the statute. 

The Board find that the treatment now being 
given the employee at the Norfolk County Hos- 
pital is the sort of treatment which the em- 
ployee in his present condition resulting from 
the injury requires if the condition is to be re- 
lieved or cured, and if the employee’s life is to 
be saved. 

The Board find that the employee received 
from the physicians and hospitals referred to 
in the record that form of treatment best adapt- 
ed to aid in arresting and relieving the employee 
from the effects of the tubereular condition 
which he has resulting from his injury. 

The Board find that an unusual condition, 
such as tubereulosis, resulting from injury, re- 
quires the best known treatment for that partieu- 
lar form of disease and if it happens that the 
treatment given is that usually afforded in a 
sanatorium which specializes in the treatment 
of such an unusual condition resulting from in- 
jury as tuberculosis, the case is not thereby 
taken out of the unusual class of cases covered 
by s. 30. It is common knowledge that tubercu- 
losis, unless given such specialized treatmen 
results fatally. 4 


COURT OPINION ON THE UNUSUAL FEATURE OF THE 


ACT 
15652. 
Galen Moore Employee 
Beth. Shipbldg. Co. Employer 
U.S. Mutual Insurer 


Appeal by the insurer from a decree, entered 
in the Superior Court by order of Morton, J., 
ordering the paying of certain hospital and med- 
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ical expenses of Galen Moore, whose case was 
adjudged an unusual ease.’’ 

CARROLL, J. The question of this proceed- 
ing under the workmen’s compensation act is 
the meaning of the words ‘‘in unusual eases,’’ 
as used in the statute requiring the insurer to 
furnish adequate and reasonable medical and 
hospital services and medicines, if needed, be- 
yond the two weeks after the injury. 

The Industrial Accident Board found that the 
employee was injured in May, 1920, and tuber- 
culosis resulted from this injury. Moore’s Case, 
249 Mass. 173. At a hearing in June, 1925, it 
was found that the employee was discharged 
from a hospital in 1923 ‘‘to enter a sanatorium 
for lung tuberculosis,”’ that the treatment now 
given him at the Norfolk County Hospital is 
proper treatment, and the treatment received 
from the physicians and hospitals referred to 
in the record were an aid to him, that ‘‘an un- 
usual condition, such as tuberculosis, resulting 
from injury, requires the best known treat- 
ment,’’ and ordered the insurer to pay the em- 
ployee for payments made by him to physicians 
and hospitals for services rendered after the 
two weeks following his injury. 

As pointed out by DeCourey, J., in Rys’s 
Case, 245 Mass. 244, at page 246, the Industrial 
Accident Board in January, 1914, requested the 
Legislature to give the board authority to re- 
quire the payment of bills for medical treat- 
ment beyond the first two weeks after the in- 
jury, in unusual cases ‘‘where the injury is so 
serious as to require and warrant such addi- 
tional medical treatment.’’ The Legislature by 
St. 1914, ¢. 708. did not adopt the recommenda- 
tion of the board in its entirety, and did not 
give the board authority to require the insurer 
to pay such expenses beyond the first two weeks 
when the injury was serious enough to require 
additional treatment. The board was restricted 
in this respeect to cases which were unusual, 
that is, to cases which were not ordinary or 
within the ordinary course of such injuries. 

The nature of the injury is of importance in 
deciding whether the case is an unusual one 
within the statute. But the cause of the injury 
or the unusual nature of the happening is not 
the final test. The statute has reference to in- 
juries which develop unexpected or unusual com- 
plications requiring the services of experts or 
unusual treatment. 

As stated in Rys’s Case, supra, at page 249, 
*“‘Among the ‘unusual’ cases would ordinarily 
be included, for example, those requiring major 
operations, spinal injuries calling for expensive 
special apparatus, and serious injuries to the 
eye or brain demanding the services of special- 
ists. It is equally clear that the statute is not 
applicable to the common minor injury, calling 
for ordinary medical treatment.”’ 

There are many injuries suffered by employ- 


ees which require them to remain in hospitals, 


and which need the services of physicians for a 
much longer period than two weeks, but these 
expenses the statute does not authorize to be 
charged to the insurer. The injuries may be 
unusual in the sense that they do not occur 
under ordinary cireumstances, or that recovery 
is prolonged. But such facts do not make them 
unusual eases as the words are used in the 
statute. There was nothing unusual in the case 
at bar. The plaintiff is afflicted with tubereulo- 
sis as a result of his injury, but the statute did 
not intend to put the expense of his cure on the 
insurer, as no unusual result or complication, 
no unexpected accident or symptom, intervened 
to bring the case within the statute. Rys’s Case, 
supra. Huxen’s Case, 226 Mass. 292. It follows 
that the decree must be reversed and a decree 
entered for the insurer. 
So ordered. 

E. Field, for the insurer. 

G. Gleason, for the claimant. 


Opinion filed May 26, 1926, 


THE PRESIDENT OF THE RHODE IS- 
LAND STATE MEDICAL SOCIETY, DR. 
Il. G@. PARTRIDGE, ELECTED AT THE 
ANNUAL MEETING 


Ilervert Graves Partrrince, son of Rev. Ly- 
man and Julia O, (Elliot), was born in Wake- 
field, R. 1., Oetober 20, 1871. 

Ile graduated from the Cushing Academy, 
Ashburnham, Mass., 1888. He received the A.B. 
degree from Brown University, 1892, and M.D. 
from the University of Pennsylvania, 1895. He 
served as interne, Rhode Island Hospital, Prov- 
idenee, R. [., 1895-97, and as physician to the 
Out-Patient Department, 1901-03. He was vis- 
iting physician at the Rhode Island Hospital, 
1903-15 and held the position of secretary of the 
staff, 1911-15. Ile was appointed as consulting 
physician, 1915 to date. He is visiting phys- 
iclan, Providence Lying-In Hospital, dating 
from 1903 and was secretary of the staff of this 
institution 1908-16, and is now president of the 
staff. He is a member of the Providenee Medi- 
cal Association, serving as the secretary from 
1901 to 1903, and president from 1916 to 1917. 
Ile is consulting physician to the Homeopathic 
Hfospital of Rhode Island, The Miriam Hospital 
and The South County Hospital, Wakefield, 
R. 1. We is a member of the American Medieal 
Association. 


Ile married Mrs. Anna Viall Abbott, April 
30, 1918. 


Dr, Partridge devotes himself especially to 
the practice of obstetries. 


tEALLY IMPORTANT 


A WELL considered, moderate and effective 
bill for enforcing our immigration laws by the 
deportation of undesirable aliens has been 
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worked out by the Committee of Immigration of 
the National House of Representatives under 
the leadership of Chairman Albert Johnson. 
The representatives of the people in the House 
have passed this bill by a vote of about 7 to 1, 
and there is not the slightest doubt that they 
represented an overwhelming majority of the 
people in doing so. The alien criminal, the dis- 
tributor of nareoties, the foreign-born insane, 
the smuggled repeater and other highly unde- 
sirable aliens, are all taken care of in this bill. 
The people know perfectly well that this kind 
of stock is not only an expense and a burden in 
itself, but that its descendants will make a huge 
and inereasing load for the future. Only those 
of alien race and sympathies have opposed this 
bill and are still opposing it. This group is 
threatening to make it embarrassing in certain 
quarters if the bill comes to a vote in the Senate 
where it will undoubtedly pass if it comes up 
for consideration. 

The fate of the deportation bill now lies in 
the hands of the Senate Committee on Immigra- 
tion, consisting of Hiram W. Johnson of Calif- 
ornia, Henry W. Keves of New Hampshire, 
Frank B. Willis of Ohio, David A. Reed of 
Penn.. Rice W. Means of Colorado. Hiram Bing- 
ham of Conn., William HT. King of Utah, Wil- 
liam J. Tlarris of Georgia, Pat Harrison of 
Mississippi. Roval S. Copeland of New York, 
end Cole li. Blease of South Carolina. 

It is reported that this committee cannot 
meet to give the matter the necessary atiention 
and report it out heeause of other important 
business. Tt will be well to ask the members of 
this Committee whether there is really any 
thing more important than the question whether 
this country is to he stoeked with eriminals, in- 
sane, and other kinds of people whom other 
countries want to get rid of. Are the members 
of the Senate Committee on Tmmigration ir 
Washington for any more important purpose ?— 
Bulletin Immigration Restriction Leaque. 


ESSEX HEALTH ASSOCTATION 


SUMMER CAMP 
50 Critpren To Be Carep For Tris Year 


PREPARATIONS are under way for the opening 
of the summer health eamp of the Essex County 
Health Association, at whieh 50 children will 
be eared for this year. Lawrence Kinney, of 
Danvers Peabody, High School senior, is to be 
councillor in charge of the boys at the camp. 
Miss Cora Cooke, executive secretary of the 
association, announces that. among other things, 
the association would greatly appreciate the 
loan of a fireless cooker for use at the camp dur- 
ing July and August. 

_Dr. Olin 8. Pettingill, president of the asso- 
ciation and director of the Middleton Sana 
atorium, says that the association hopes even- 
tually to make its eamp the best of its kind in 


PLANS 


the country. ‘‘It is encouraging,’’ he said, ‘‘to 
read the signs of the time in the increasing 
popularity of sleeping porches, hygienic living 
and working, the pure food laws and the de- 
mand for uncontaminated water supply, certi- 
fied meat and milk and inspected meat, and 
the organized campaign to protect vouth from 
contagious diseases.’’—Boston Herald. 


DEATHS DUE TO MOTOR CARS 


In 1925, 22,500 people in the United States 
were killed by automobiles, in the proportion of 
17.2 per 100,000 people; a rise of 5% over 1924. 
In addition, about three fourths of a million 
people were injured, according to estimates. 


MASSACHUSETTS SEAL SALE RETURNS 


1925 
Per 
Amount cap- 
Affiliated organization raised ita 
Barnstable County .. ..... $2,440.00 8.19 
Berkshire County .. x... 5,789.68 4.77 
5,820.50 4.3 
Cambridge . ..... 9,257.69 7.73 
3,395.20 7.18 
Dukes County . 310.80 6.3 
Essex County 9,027.14 4.68 
Pall River —........... 4,513.72 3.49 
Franklin County . . 4,600.00 9.27 
Hampden County .. 7 19,500.00 7.3 
Hampshire County 3,818.70 5.08 
Haverhill ................... 4,300.66 8.73 
Lawrence ........... 5,712.88 6.11 
Lowell ....... 3,990.60 2.88 
3,300.00 3.2 
2,239.50 4.32 
New Bedford . .. 5,179.40 4.29 
Newburyport .. 1,208.24 7.71 
Norfolk County 16,332.01 6.2 
Northern Worcester County.............. 5,683.41 3.8 
Plymouth County — 6.84 
1,250.57 2.92 
Southern Middlesex County... 13,477.30 2.99 
Southern Worcester County... 20,000.00 5.87 
Southwest Middlesex County........... 3,659.60 4.25 
Total. $220,444.30 *5.87 

* Average. 


—Bulletin, Massachusetts Tuberculosis League. 


CORRESPONDENCE 
MEDICAL NEEDS OF CHINA 


To the Editor of the New York Times: 


One hundred thousand physicians and surgeons 
are immediately needed in China, according to lead- 
ers in that country. Hookworm, typhoid, smallpox, 
cholera, bubonic plague, tuberculosis, malaria and lep- 
rosy occur because of unhygienic and unsanitary con- 
ditions in homes and communities. 

A group of friends living in Philadelphia maintain 
Dr. William W. Cadbury of Lingnan University, who 
serves not only as college physician but as a member 
of the faculty of the Pre-Medical Department pre- 
paring students to study medicine in the Far East 
or in the Occident. Perhaps his greatest service to 
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South China, however, has been his medical research. 

The present medical staff at the university consists 
of two American physicians, one Chinese man and 
one Chinese woman trained in medicine, and three 
nurses. An idea of the need can be gleaned from 
the following figures taken from Dr. Cadbury's report 
for the year 1924, showing 12,194 patients treated in 
the infirmary; 1,968 at dispensaries; 3,246 hospital 
days of patients in the infirmary; 1,130 physical ex- 
aminations for students. 

The China Medical Board of the Rockefeller Foun- 
dation has provided one of the three instructors in 
each of the Pre-Medical Departments of Biology. 
Physics and Chemistry. This board has also pro- 
vided three residences for their representatives, half 
the cost of Science Hall, and $10,000 toward its equip- 
ment. Permanent buildings and equipment for ex- 
tension of the medical work are estimated at not 
more than $50,000. 

Cuaries K. EpMuNDs, 
American Director, Lingnan University. 

New York, June 14, 1926. 

—New York Times. 


CITY OF NATCHEZ, NOT STATE OF MISSISSIPPI 


Mr. Editor: 


Dr. F. J. Underwood, Executive Officer of the Mis- 
sissippi State Board of Health, in a letter to Dr. 
William C. Woodward, Executive Secretary of the 
Bureau of Legal Medicine of the American Medical 
Association, informs him that the bill for compulsory 
school vaccination did not pass the Mississippi Legis- 
lature. 

A medical journal credited the Mississippi State 
Legislature with more wisdom than it possessed and 
I casually passed the information to your readers on 
March 11 

Allow me now to state that it was the City of 
Natchez, not the State of Mississippi, that took action 
and that I am convinced that it is always desirable 
before copying printed statements to confirm them 
by consulting those whose knowledge of the event 
cannot be disputed. 

B. Woopwarp. 


MASSACHUSETTS DEPARTMENT OF PUBLIC 
HEALTH 


DISEASES REPORTED FOR THE WEEKS ENDING 
JUNE 12 anv 19, 1926 


Weeks ending 
June 12 June 19 


Anterior poliomyelitis................. ....... 1 1 
187 149 
Dog-bite ...... 16 4 

encephalitis lethargica_ 1 1 
Epidemic meningitis 2 
German measles... iisieaiieietiaaa 320 256 
Measles ........... 732 537 
156 157 
Ophthalmia neonatorum... 35 21 
Pneumonia, lobar. 90 61 
Scarlet fever. 222 210 
Septic sore throat... . 4 
Suppurative conjunctivitis 5 3 
Syphilis 63 31 
1 
Tuberculosis, pulmonary... ......... 92 107 
Tuberculosis, other forms. 26 22 


July 1,19 °6 
Tuberculosis, hilum .......... 22 4 
Typhoid fever. 11 13 
Whooping cough. . 214 148 


CONNECTICUT DEPARTMENT OF HEALTH 


Moreipiry Rerorr ror tHe Week ENpING 
June 12, 1926 


Diphtheria % Bronchopneumonia 30 
Last week 18 Cerebrospinal menin- 
Diphtheria bacilli gitis 1 
carriers 3 Chickenpox 58 
Whooping cough 44 Encephalitis, epidemic 1 

Last week 29 German measles 45 
Typhoid fever 3. Influenza 5 
Last week 1 Mumps 22 
Smallpox 1 Pneumonia, lobar 39 
Last week 0 Tuberculosis, pulmo- 
Scarlet fever 79 nary 28 
Last week 80 Gonorrhea 45 
Measles 444 Syphilis 58 
Last week 421 
NEWS ITEMS 


DEGREE CONFERRED ON DR. MOSHER—The 
University of Pennsylvania, at the commencement 
exercises held June 16, conferred the degree of Doc- 
tor of Science upon Harris P. Mosher, M.D., of Bos- 
ton. 


TUFTS COLLEGE NEWS ITEMS—At the 70th 
annual commencement of Tufts College, Monday, 
June 14, 110 degrees for Doctor of Medicine were 
awarded out of a total of 337. 

Of the eleven honorary degrees awarded, 
Tufts Fuller, Governor of Massachusetts, received 
that of Doctor of Laws; Arial Wellington George, 
M.D., roentgenologist, Tufts Medical 1906, received 
the degree of Doctor of Science; John Ridlon, M.D., 
orthopedic surgeon, Chicago, received the degree of 
Doctor of Science. 


Alvan 


NOTICES 
OPENING FOR A PHYSICIAN 
THERE is an opening for a physician in North 


Abington. Doctors Wheatley and Ilutchins, 
who formerly practiced in that Town, have died. 


SPECIALIST IN TUBERCULOSIS WANTED 
FOR INDIA 


A graduate physician who has made a specialty 
of tuberculosis and who is in sympathy with mis- 
sionary service ideals, is being sought by the person- 
nel department of the Board of Foreign Missions of 
the Methodist Episcopal Church for services in India. 
He would have a hospital of 30 beds, with an oppor- 
tunity to develop a public health service, and special- 
ization in tuberculosis and hookworm, in co-opera- 
tion with other agencies in the field. 

The position is open to an M.D. 40 years of age or 
under, and having a family of not more than two 
children. The applicant should be a member of au 
evangelical church. Application and inquiries may 
be addressed to T. A. Hildreth, Board of Foreigr 
Missions, 150 Fifth Avenue, New York City. 


MAIL DIRECTORY INFORMATION CARD 
PROMPTLY 


During the month of June, every physician in the 
State should have received a Directory information 
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card. Everyone is urged to fill out and return the 
stamped card regardless as to whether he or she has 
changed their residence or office address. 

This information will be used in compiling the 
tenth edition of the American Medical Directory, now 
under revision in the Biographical Department of 
the Association. The Directory is one of the altruis- 
tie efforts of the Association and is published in the 
interest of the medical profession, which means ulti- 
mately in the interest of the public. It is a book 
of dependable data concerning the physicians and 
hospitals in the United States and Canada. 

AMERICAN MEDICAL ASSOCIATION. 

June 15, 1926. 


REPORTS AND NOTICES OF 
MEETINGS 


‘AL ALUMNT ASSOCTA 
TION 


Tore Tlarvard Medical Alumni Association 
held its annual meeting at the Medieal School 
on June 23, Dr. Elliott P. Joslin presiding. The 
secretary reported that plans for the dormitory 
had been completed and approved and_ that 
work was soon to be begun. It is planned to 
have the building completed in time for the en- 
tranee of students in September, 1927, 

The yeport of the Fund up to June 1, 1926, 
is as follows: 

1134 Physicians have subscribed. 
557 Laymen have subscribed. 


HARVARD MEDIC 


$118,316.03 
211,106.25 


1691 Miscellaneous subscriptions... 
Mr. Harold S. Vanderbilt... 


$329,422.28 
700,000.00 


Total subscriptions... 
Investment of Medical School Funds 


$1,029,422.28 
300,000.00 


$1,329,422.28 
CASH ACCOUNT : 
Cash paid in (other than Mr. 
bilt’s subscription)... ........ 
Interest on bank deposit. 


Vander- 
797.55 


$305,161.30 
Paid over to Treasurer of Harvard Col- 


lege $296,105.19 
Campaign Expense Fund. (only partially 

6,081.56 
Balance on deposit. 2,974.55 


$305,161.30 


Future instalments .. 24,261.02 


Total subscriptions... 422.28 


It is interesting to note that of 3425 living 
rraduates of the School, almost exactly 1/3 have 
subseribed, also that subscriptions for $630 only 
have been cancelled. 

After the report of the treasurer Dr. Joslin 
spoke of the enthusiasm expressed at the recent 
meeting of the Associated Harvard Clubs. 

The following officers were elected for the 
ensuing year: 

President, Philemon E. Truesdale, Fall River. 

Secretary, Joseph Garland, Boston. 

Treasurer, Albert A. Hornor, Boston. 


Councillors: Elliott C. Cutler, Lineoln Davis, 
George P. Denny. 

Dr. Truesdale then addressed the gathering 
in the following words: 

Mr. President and Members of the Alumni 
Association: 1. have mixed feelings about the 
position in which I find myself, however, I feel 
exceedingly grateful for the confidence you 
liave imposed upon me because this office car- 
ries with it a trust of far reaching importance. 

In your action I recognize the kind, friendly 
and solicitous hand of the Medical School reach- 
ing out to its graduates in the more remote dis- 
tricts of the state and country. If it ever could 
be assembled, the family made up by the alumni 
of the Ilarvard Medieal Schoo! would be large, 
enthusiastic and powerful. The number of 
graduates living is over 3000. There is not one 
of these who would not give some of his time 
and thought to the welfare of the medical 
school if he knew how to do it. It is not possi- 
ble to determine the potential worth of the asso- 
ciation in making broader the way for prog- 
ress, until the organization as a whole grasps 
the need for its cobperation. There is no doubt 
that the school ean get along as it has, with the 
support of a comparatively few of its alumni 
but not as well as with the association standing 
100% interested, loval and helpful. That seems 
to have been one of the outstanding lessons in 
the eampaign for the students’ dormitory fund. 
Your president adhered to the prineiple that in 
order to get subseribers to the fund the project 
must be presented as receiving almost universal 
approbation among the graduates. His slogan 
was ‘‘Something from every alumnus.’’ This 
served a double purpose. The indorsement by 
a large percentage of the Alumni helped to win 
publie confidence in the endeavor and it also 
introduced the alumnus himself jo the Medical 
School on his own terms. 


Altogether too many graduates were found to 
he indifferent to the struggles of the school to 
provide funds necessary to keep laboratory 
equipment and personnel intact. They had no 
means of knowing that the budgets were too 
small to maintain the high standard of talent 
and devotion which had grown up in this med- 
ieal school. An enlightened body of alumni 
would not permit the loss of one of the distin- 
guished investigators on account of insufficient 
funds, no matter how alluring were the offers 
from sources outside its gates. I have enough 
faith in the quality of the men who have been 
vraduated from this school to possess the ut- 
most confidence in this statement. That faith 
is shared by your retiring president who with 
his immediate helpers has employed every at- 
tractive thought which ingenious and candid 
minds could weave in order to have the alumni 
know how helpful they could be to the medical 
school if they really understood a fractional 
part of its problems. 
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Looking back, one is amazed at the frequency 
of occasion when it has been necessary for the 
orators in medicine to take the platform in de- 
fense of the medical profession. From the 
period when the Honorable Cotton Tufts was 
elected the first President of the Massachusetts 
Medical Society in 1789 favorable opinion of 
the public upon the aims of our activities has 
been eagerly sought. Now that medical science 
has attained its highest level in history, we dis- 
cover once more that the outstanding asset 
among its victories is public confidence. With- 
out this state of opinion of society, progress is 
impeded and all effort made impotent. 

During every epoch of importance men of 
wisdom and rare forensic power have cham- 
pioned the cause of truth and sanity in behalf 
of medical education. Massachusetts, by the 
agencies of Harvard Medical School, had pro- 
duced many of the most illustrious defenders. 
Dr. Edward Holyoke, the Warrens, the Jack- 
sons, the Bigelows, Oliver Wendell Holmes, 
and the Bowditches are but a few of the cam- 
paigners who sought to keep the public above 
the upstretched hands of the unedueated and 
irresponsible charlatans usually found pursu- 
ing their unsavory tactics among the law mak- 
ing bodies of the state. 

The pioneers of the last century found them- 
selves confronted by a doubting publie¢ as to the 
virtues of vaccination for the control of small- 
pox. It was then impossible to win publie favor 
because one out of every two hundred and fifty 
died as a result of the prophylactic measure it- 
self. Then, too, smallpox occurred among chil- 
dren who had been vaccinated at the Jennerian 
station. So that, although the disease had been 
disarmed of its terrors the occasional failure ex- 
cited serious doubt respecting the utility of vae- 
cination. In spite of the mercies attendant 
upon the use of vaccine for over a period of a 
century and a quarter, here in Massachusetts 
the stage is set annually for a test of public 
opinion upon this question. Must the disease 
become pandemic before the curtain will fall 
forever? 

The burden of actually dealing with the pub- 
lie should not fall on the heads of the medical 
school personnel. The full time men in par. 
ticular have little practical experience in the 
art of laying the palliative unction on the brow 
of a suspicious, inquisitive and at times feverish 
public. On the other hand the alumni of the 
medical school spend much time consoling fam- 
ilies and friends. They are well qualified by 
practice to serve as sleuths in keeping the 
hounds of anti-vivesection, anti-vaceination and 
anti-science from interfering with the normal 
operation of the machinery within these walls. 
Happily there is little demand for assistance of 
this sort at present but it may spring up over 
night and the strongest volunteers, the minute 
men of science would be the graduates of this 


Boston M. & S. Journ.) 
July 1, 19.6 


school at least one of whom you would find in 
nearly every city and hamlet within the 
boundaries of this commonwealth. 

Until the dormitory building was contem. 
plated it seemed to be remarkable that the med- 
ical school, by the efforts of a comparatively 
few men, could have become so much richer in 
the number and character of its buildings, in 
the extension of its facilities and in the addi- 
tion of so many distinguished investigators 
among its personnel. The quiet dignity and 
the complacent respectability by which the en- 
tire project was executed and put into service 
was a source of amazement and admiration. 
But the ecirele of human relationship was small 
and it needed to be large. That freehold sense 
of interest and proprietorship was restricted, 
and in the nature of the work to be done it 
needed to be cultivated and expanded. 

Members of the campaign committee for the 
dormitory fund were nearly unanimous in re- 
porting disappointment receptions 
among graduates of the school outside of Bos- 
ton. When solicited some of the doctors re- 
plied that Harvard University had ample funds. 
Why should it not build the dormitory? Others 
compared their personal relations with the med- 
ical school about in proportion to that of for- 
eign missions, the Near East Relief and the 
earthquake in Japan. 

There is no doubt that to the average alum- 
nus outside of Boston the Medical Sehool ap- 
peared to be a sort of Pandora’s box, an enclo- 
sure containing many blessings, the only one of 
which was saved by keeping it closed to the out- 
side world, was hope. Please remember, that is 
only an impression, but nevertheless, it is an ex- 
pression of a drooping relationship and a collat- 
eral asset invalidated by an estrangement which 
has never been intended or designed. What can 
be done now that an excellent start has been 
made by the avowed purpose of your retiring 
president to have conducted the largest possible 
number of alumni to the Medical School’s altar 
of devotion and service? The Dormitory cam- 
paign has served its purpose. To begin where 
it ends is our task ; to merge the introduction in- 
to a going concern; to keep alive the interest of 
the alumni in the construction of the dormitory 
and send the olive branch into the homes of the 
graduates three or four times a year. At a 
recent mecting of the Council it was suggested 
that this medium of communication could be a 
periodical to be known as the Harvard Medical 
School Alumni Bulletin. It should be essentially 
a publication by the Medical School for the inter- 
est and edification of its graduates. It might reg- 
ularly devote a page or more to inelude the 
names of the Dean and his staff, also the person- 
nel of the faculty, the holders of Professorships 
and Assistant Professorships with the changes 
from time to time. These names are now found 
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only in the University Catalogue which most of 
us have not seen since graduation. The Alumni 
wouid read with interest any reference to im- 
portant research work going on in any of the 
departments. Material of this character could 
be used within the limitations of propriety. At 
the present monment it would be a source of 
entertainment for the graduates to read a de- 
scription of a new dog house where a more 
serious effort has been made at sound-proofing. 


A corresponding secretary from each class 
would provide a ‘*‘Personal’’ column adding, in 
considerable measure, to the popularity of the 
publication. <A financial editor would instruct 
Doctors not only when to buy and when to sell 
but most important of all what to buy and what 
not to buy. Oceasional articles upon such topies 
as, ‘* The Doctor and Business,’’ ‘‘ More medical 
knowledge for the lay Hospital Trustee’’ and 
**More Business knowledge for the Doetor as 
Trustee,’’ would be well received. Finally, the 
Alumnus would be getting something for noth- 
ing. That is always a pleasure. I take for 
granted that the medical school would finance 
the bulletin. This item could be charged off to 
good will and from the fertile soil to be covered, 
I believe the school would reap a harvest. 


In our association with Dr. Joslin we have 
seen that rare quality of kindness immortalized 
by Dr. Oliver Wendell Holmes in these lines: 
Simple kindness kneeling at the bed, 

To shift the pillow for the sick man’s head; 

To give the fresh draught to cool the lips that burn, 
To fan the hot brow, the weary frame to turn, 
Kindness, alone untutored by our grave M. D.’s. 
But Nature’s graduate, when she schools to please, 
Wins back more sufferers by her voice and smile 
Than all the trumpery in the druggist’s pile. 


We think of Dr. Joslin today in about the 
same spirit which animated Dr. Holmes to refer 
to Dr. Wyman of Cambridge, his own physi- 
cian : 


Unmoved by praise, he stands by all confessed, 
The truest, wisest, kindest, best. 


At the conclusion of Dr. Truesdale’s remarks 
Dean David L. Edsall referred to a new plan 
for assisting needy students, that has been ten- 
tatively approved by the Faculty. This plan 
provides for a fund of about $150,000 to be used 
as a revolving loan fund, which, it is felt, would 
meet a situation not now met by scholarships 
and loans. The loans from this fund would be 
made on interest-bearing notes. To establish 
the fund it is proposed that the medical school 
tuition be increased from 8300 to $400 a vear, 
the extra $100 of which would go into the fund 
until its total was complete, and then be ab- 
sorbed into the general school funds. 

At the conclusion of the meeting the Harold 
C. Ernst Memorial Library Room was dedicated, 
and a bas relief of Dr. Ernst, made and given 
by Cyrus E. Dallin, was unveiled. 


The remarks of Dr. E. P. Joslin at the pres- 
entation of this room were as follows: 

As Chairman of its Committee on Libraries, 
the honor devolves upon me to present to the 
Harvard Medical School in behalf of Mrs. 
Ernst, and the many and close lay and profes- 
sional friends of her husband, this Harold C. 
Ernst Room. 

Accessible, convenient, it now becomes the 
home of medical students whose interests were 
always dear to the man for whom it is named. 
It is thus a fitting memorial. It is more. This 
room will perpetuate the memory of one who 
had the courage of his convictions, who held 
high principles to which he adhered with a stern 
sense of duty, who not only loved to be a pion- 
eer, but was such in many lines throughout his 
entire life, who made the most of every talent 
he possessed, so that his accomplishments might 
redound to the glory of the University which 
he loved. 

The medical school is doubly fortunate, be- 
cause whereas the Library is an ever living re- 
minder of Professor Ernst’s endeavors, Mr. 
Dallin’s bas relief is an almost living likeness 
of the man. Of this artist’s handiwork, other 
schools have been proud to purehase a replica, 
but the Harvard Medieal School now receives 
from his hands, without money and without 
price, an original as a token of his love and 
respect for his friend. With such thoughts in 
your mind, Mr. Dallin, there is no wonder your 
fingers were inspired. 


THE LYNN MEDICAL FRATERNITY 


Tue Lynn Medical Fraternity held its reg- 
ular meeting and dinner at Deer Cove Inn, 
June 14, 1926. The guest of the evening was 
Dr. R. A. Greene, Superintendent of the Fer- 
nald State School, who illustrated his talk by 
charts, different grades of mentality and their 
approximate average incidence and discussed 
the fundamentals upon which are based tests 


for determining the Intelligence Quotient. <A 
general  diseussion followed. Adjourned 


9:30 P. M. 
Wa. T. Horxtns, Reporter. 


SOUTHERN WORCESTER HEALTH 
ASSOCIATION 


Tre officers and executive committee of the 
Southern Woreester Health Association met at 
Hotel Baneroft on the evening of Wednesday, 
June 16, to discuss a plan of reorganization. Dr. 
Roy J. Ward, president of the association, pre- 
sided. Frank Kiernan, Executive Secretary of 
the Massachusetts Tubereulosis League and 
J. G. Stone of the National Tubereulosis Asso- 
ciation addressed the meeting. 

The plan of reorganization proposed by Mr. 
Kiernan which embraced an enlargement of the 
Executive Committee personnel, subcommittees, 
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and program of work was unanimously adopted. 
Under the new plan there will be special com- 
mittees on publicity, field and camp, codperation 
with medical and lay organization, seal sale 
and finance, and a committee on grievances. 
Monthly meetings of the Executive Committee 
to hear reports of the sub-committees are 
planned for throughout the year. 

A prize offered by the Massachusetts Tuber- 
eulosis League for the best proposal for teach- 
ing children the habit of going to bed early was 
presented to the association, later to be award- 
ed to Miss Irene M. Kennedy of the Worcester 
Publie School Fresh Air Demonstration class. 


Others present at the meeting were Rev. Fr. 
MeGillicuddy, North Brookfield; M. Slocum, 
William C. Radcliffe, Dr. Edwin Roy Leib, H. 
Ward Hathaway. Dr. George E. Emery, Mrs. 
Wm. J. Conlon, Mrs. Esther E. Moore, Miss 
Signe M. Bergquist, R.N. 


BOOK REVIEWS 


**4 Handbook for Senior Nurses and Mid 
wives.”* By J. K. Watson, M.D. ( Edin.) 


The first thonght that comes to an American 
reviewer after reading this valuable book of Dr. 
Watson’s is a regret that it has not been given 
a more descriptive titlhe—in America, in any 
event. The widely different status of midwives 
in England and America makes it impossible to 
use the same standards, or even the same lan- 
guage, in discussing text or reference books in- 
tended for the use of midwives in the two coun- 
tries. In England the training, registration 
and control of midwives is on a dignified plane 
by virtue of official recognition and standardiza. 
tion. The midwives themselves are for the most 
part a fine lot of capable, trained women anid 
their work is acknowledged to be of great value 
in the general scheme of preserving and pro- 
moting health among mothers and babies. But 
midwife service, even in England, is sharply lim- 
ited to nursing care and instruction of preg 
nant women, young mothers and babies and the 
conduct of normal labor. In all instances of 
abnormality before, during or after delivery the 
midwife is required by law to summon medical 
assistance. 

In view of the definite limitations of the mid. 
wife’s work to normal conditions, one wonders 
why Dr. Watson’s book is labelled as a hand. 
book for senior nurses and midwives, contain- 
ing as it does such a wealth of material that has 
no more bearing upon midwife service than upon 
school nursing, for example, or tuberculosis 
nursing. This light, compact, excellently il- 
lustrated volume of 554 pages is divided into 
four parts under the headings: Medical: Sur- 
gical: Children: Obstetrical and Gynecological. 
The fourth part of nearly one hundred pages 


discusses the duration of pregnancy, anaesthe- 
sia, infection, foetal deaths, menstruation, tu- 
mors, cancer, ete. Most of this relates directly 
to midwife service and is valuable and illum. 
inating. The three other parts discuss about 
every class of disability to which the human 
frame is heir, and does it in such a clear, con- 
cise manner that the book would be a valuable 
reference book for any nurse capable of seeing 
beyond the immediate needs of her specifie work. 
It discusses in turn the prevention of disease, 
aleohol, ductless glands, constipation, diabetes, 
small pox, intereranial tumors, head injuries, 
affections of the spine and spinal cord, deform- 
ities, diseases of the gall bladder, duodenal and 
gastric uleers, hernia, appendicitis, diseases of 
the prostate gland, kidneys and ureters, dental 
and mental defects in children, adenoids, ton- 
sils, convulsions, infantile paralysis, ete., ete.! 
Unquestionably instruetive, but why labelled for 
midwives? It is worthy of a wider audience 
than midwives and senior nurses, and in this 
country, at least, it would be unwise for mid- 
wives or tle publie to feel that study of this 
wide range of subjects was logically within 
their provinee. We feel that there is so much 
for the midwife to learn about the duties per- 
missible within her definitely restricted field 
that we should rather have her concentrate upon 
the task of translating the subject of prenatal 
hygiene in simple terms, nursing care of mother 
and baby, detecting evidences of complications 
in both patients than to blur the real effective- 
ness of her possible service by puzzling over 
the causes and treatment of diseases of the 
spinal cord. 


But as a book for general reference it is amaz- 


ingly rich almost amounting to a medical enev- 
clopedia in miniature. 


A Manual of Hygiene and Sanitation. By 
SENECA Ecpert, A.M., M.D., Dr. P.H. Eighth 
Edition, Enlarged and Thoroughly Revised, 
Lea & Febiger, Philadelphia and New York, 
Publishers. 


This is an old friend dressed in the latest 
style. For over thirty-five years Dr. Egbert has 
stood out prominently by reason of his faculty 
of so presenting up to date information regard- 
ing hygiene and sanitation to students as to en- 
able them easily to understand and remember 
it. It is for this reason that the various editions 
of Dr. Egbert’s work have always been popular 
with men preparing for entrance or promotion 
examinations in the United States Services. 

Egbert’s Hygiene and Sanitation has now 
grown to be a book of eighteen chapters and six 
hundred pages and by reason of extensive re- 
Vision not only presents new subjects but shows 
studied improvement in the manner of treating 
the old. 
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